anadian Journal of 


PUBLIC HEALTH 


Volume 49 NOVEMBER 1958 Number 11 


THE ALBERTA TUBERCULOSIS . ASSOCIATION wey y — TY 
REHABILITATION PROGRAM 
E. J. Thiessen WV? i 1958 
THE MANITOBA DEPARTMENT OF HEALTH” PLISRARY oa 
AND PUBLIC WELFARE 
M. R. Elliott and R. D. Defries 


A STUDY OF THE NEEDS OF CANCER PATIENTS 
IN WATERLOO COUNTY 


Marion Tresidder 


SOME NEWER HAZARDS IN INDUSTRY 
N. Williams 


CHANGING NEEDS IN THE CONTROL OF 
SWIMMING POOLS 
Lloyd Smith 


Published Monthly by the 
f CANADIAN PUBLIC HEALTH ASSOCIATION 
: 150 COLLEGE STREET, TORONTO 5 





SCHOOL OF HYGIENE 


UNIVERSITY OF TORONTO 


Postgraduate Training for Physicians, Veterinarians, 
Dentists, and other University Graduates 


DIPLOMA AND CERTIFICATE COURSES 
Diploma in Public Health (D.P.H.) 
Diploma in Industrial Health (D.I.H.) 
Diploma in Veterinary Public Health (D.V.P.H.) 
Diploma in Dental Public Health (D.D.P.H.) 
Diploma in Hospital Administration (Dip.H.A.) 
Diploma in Bacteriology (Dip. Bact. ) 
Certificate in Public Health (C.P.H.) 


COURSES FOR PHYSICIANS ; 
Physicians may enrol in the following courses: D.P.H., D.L.H., Dip.H.A., Dip. B 
The Diploma in Public Health course provides the basic academic instruction need 
for physicians entering the field of Public Health as Medical Officers of Health, or @ 

hysicians working full-time or part-time in ialized branches such a: infectiou 
Dhedaea: tuberculosis, opideiidilens, bacteriology, medical administration, he: 
insurance. 
The Diploma in Industrial Health course provides the basic academic instruct 
needed for physicians entering the field of occupational medicine, especially industria 
health, either as full-time or part-time medical officers in plants or industrial organiza 
tions. It is not now necessary for candidates entering this course to have first take 
the D.P.H. course. 2 
The Diploma in Hospital Administration course provides instruction for physician 
and other university graduates taking up careers as hospital administrators. 
The Diploma in Bacteriology course provides basic academic instruction in thé 
following branches of medical microbiology: systematic and applied bacteriold 
and virology, public health bacteriology, mycology, parasitology; a course in statistic 
methods forms part of the curriculum. 4 
A year of attendance, provided a ee is obtained, satisfies part of the requir 
ments for the Certification or Fellowship programs of the Royal College of Physicia 
and Surgeons of Canada in the iapeean medical specialties. 


COURSES FOR VETERINARIANS AND DENTISTS = 
Veterinarians may enrol in the Diploma in Veterinary Public Health and the Diple 


in Bacteriology courses. 4 
Dentists may enrol in the Diploma in Dental Public Health and the Diploma & 
Bacteriology courses. These courses provide suitable training for those intending © 
enter public service, or to take up careers in teaching or research. 
COURSES FOR OTHER UNIVERSITY GRADUATES Me 
Graduates with degrees in arts or science may enrol in the Dip.H.A., Dip. Bact. @ 
C.P.H. courses. The C.P.H. may be taken as a general course in public healt 
administration, or as a course providing specialized training in nutrition, sanitation 
bacteriology, or public health education. 3 
DURATION OF COURSES x 
All courses are of 32 weeks’ duration except the Dip.H.A. course which extends ove 
two years, the second year being spent as a resident in hospital administration) 
Courses commence in early September of each year. 4 
BURSARY ASSISTANCE AND FELLOWSHIPS 4 
Bursary assistance may be available to candidates approved by Provincial = tments 
of Health. Overseas candidates should consult their government about Fellowships 
FOR FURTHER INFORMATION write to: Dr. A. J. Rhodes, 7 
Director, School of Hygiene, University of Toronto, Toronto 5, Ontarit 


ai 


Pere EM OE Te nn ene 











all 





NOVEMBER 1958 


MULTI-VITAMINS 
for the 
SCHOOL-AGE 
CHILD 


‘OSTOMUL’ 


Each 5 cc. teaspoonful provides: 


Vitamin A 5000 L.U. 
Vitamin D 1000 1.U. 


Vitamin C 
Vitamin B, 
Riboflavin 
Niacinamide 
Pyridoxine HCIl.. 


Sodium iodide 
formulated to assure four 


Dosage: One teaspoonful daily, or /2 teaspoon- 
fundamental advantages... ful daily for children under six — at a daily 
EFFECTIVENESS cost of only 3% to 10 cents, depending on 

dosage and size of package. 
ECONOMY Bottles of 4, 8, and 16 fluid ounces. 
PALATABILITY 


(Vator - clispoorsible 


Charles &.Frosst & Co. 


MONTREAL CANADA 








Canadian Journal of 


PUBLIC HEALTH 


VOLUME 49 NOVEMBER 1958 NUMBER 11 








CONTENTS 
ARTICLES: 


The Alberta Tuberculosis Association Rehabilitation Program............eeeeeeeeees 455 
E. J. Thiessen, B.A. 

The Manitoba Department of Health and Public Welfare............. cece ce ceeeeeee 458 
M. R. Elliott, M.D., D.P.H. and R. D. Defries, M.D., D.P.H. 

A Study of the Needs of Cancer Patients in Waterloo County. ..........ecceeeeeees 410 
Marion Tresidder, B.Sc.N., M.A 

See Pnser TI IIIIN S 5 ois 5.6 5.cs occ anno swaewacknecsksasbuweareeceseon 481 
N. Williams, M.B., B.S., D.P.H., D.I.H. 

Changing Needs in the Control of Swimming Pools.............ssccceecececceceecs 487 


Lloyd Smith, C.S.1.(C). 


EDITORIAL SECTION: 


Paar Fy Gaia SNGION aia xo 6 065s 05a oes Nie R Na ewdaeaenseseas 489 


SPECIAL ARTICLE: 


L'Organisation Mondiale ors - on Episiat's dieiat wate alsa ieee de aaa areata ere 491 
Jules Gilbert, M.D., 


DEPARTMENTS: 


Association News—Atlantic Branch, Program of Eighth Annual Meeting............. 494 
EER Si adc ccd on iekcid wdewKRE Woe DERE MEANS WO TRRNTE REN ENN eee eR 496 
eG IN 5555.5 5 wkd cw dd dncy ices sdateexedasaweteseeRkweetavaeween 498 








The Canadian Journal of Public Health is published monthly by the Canadian Public Health 
Association. Editorial and business offices, 150 College Street, Toronto 5, Ontario. Subscription 
in Canada $3.00 a year, payable in advance. Subscription rate outside Canada $5.00 a year. 
Single copies 50 cents. Authorized as second-class mail, Post Office Department, Ottawa. 
Contents may be reproduced only with the permission of the Editorial Board. 





a eee, a 


Canadian Journal of 


PUBLIC HEALTH 


VOLUME 49 TORONTO, NOVEMBER 1958 NUMBER 11 


The Alberta Tuberculosis Association 
Rehabilitation Program 


E. J. THIESSEN,? B.A. 


HE rehabilitation service of the Alberta Tuberculosis Association began 

in a very modest way with the appointment of a rehabilitation counsellor 
early in 1948. The department has since grown to include a director, two coun- 
sellors and two teachers, all employed by the Association and fully occupied 
in our two sanatoria. In addition, the Department of Health provides four 
teachers who instruct in academic subjects. 

The services proferred have as their objective an organized and systematic 
method by which the physical, mental and vocational powers of the patient 
may be maintained or improved to the point where he can compete, with 
equal opportunity, with his fellow citizens. While the objective has remained 
the same over the years with little variation in the services provided, minor 
changes in methods and operation have been made in keeping with the needs 
of the times and conditions. Prime essentials in the practical operation of the 
department are a sympathetic attitude and active co-operation of the medical 
staff, which we have enjoyed in full measure. Our staff are provided with offices 
in the sanatoria and for all practical purposes are regarded as sanatoria per- 
sonnel. A copy of the patient’s admission card with personal data and medical 
history goes routinely to the rehabilitation office and as soon as the patient 
becomes settled, and medical consent is forthcoming, the counsellor visits the 
patient for the purpose of becoming acquainted. Periodic contact is maintained 
as treatment proceeds during which time confidence is built up and an effort 
made to create interest in the services which we have to offer. At appropriate 
times, intelligence, aptitude and vocational interest tests are made, and these, 
when considered in relation to background and physical prognosis, form the 
basis of planning with the patient for his future. Bedside instruction is given 


1Director of Rehabilitation, Alberta Tuberculosis Association, 7004 — 109th St., Edmonton. 
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in academic subjects and correspondence courses in vocational subjects are 
arranged progressively, all of course subject to medical approval. 

In the early days of the program, rehabilitation costs reached rather sub- 
stantial amounts through grants for training and living costs while awaiting job 
placements, but with improved employment opportunities, establishment of 
Canadian Vocational Training allowances and a more generous attitude with 
respect to welfare on the part of federal and provincial governments, demand 
for financial assistance on our part has declined sharply. 

In the following chart are outlined for the period February 28, 1957 to 
February 28, 1958 admissions and discharges in Alberta sanatoria divided into 
age groups, educational levels and occupations prior to admission. 


PROVINCIAL SUMMARY 
February 28, 1957 to February 28, 1958 


Age Groups Admissions Discharges 
Under 16 years 95 137 
16-19 46 48 
20-29 155 165 
30-89 146 135 
40449 100 82 
50-59 69 90 
Above 60 110 121 
Total Tor 778 
Education 
Under 16 years 95 137 
Below Grade VI 180 114 
VLVIII 250 295 
IX-XII 162 192 
Above XII 22 29 
Grade X or better with commercial 12 ll 
Total 721 778 
Occupations Prior to Admission 
Children, students, housewives, retired 353 418 
Skilled tradesmen 58 50 
Small business 16 13 
Farmers 60 t 
Professional 29 31 
Clerical 53 43 
Unskilled 135 129 
Unemployed 17 22 
Total 721 778 


Experience has shown that we can largely eliminate children, students, 
retired and skilled persons, small business and professional persons. House- 
wives are offered sewing courses, homemaking, etc., but there is little that can 
be done for them in a vocational training sense. Farmers are considered in 
relation to degree of recovery and financial situation in respect to the amount 
of heavy manual labour anticipated. Under existing conditions, little help is 
required with trained clerical workers as the demand exceeds supply and all 
they need is counselling in selecting the most suitable employment offered. 
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Courses in stenography, etc., are made available for those desiring training 
to improve their opportunities. A list of the various pertinent activities is given 
below: 


Interviews 558 
Academic high school instruction 43 
Commercial instruction 26 
Vocational courses 33 
Vocational tests 102 
Sewing classes 3 


Related welfare referrals, pensions, etc. 98 


The main effort of the rehabilitation department was directed toward the 151 
unskilled labour and unemployed who were discharged during this period. 
They were in the following age groups and educational levels. 


Age Groups Unskilled Labour Unemployed 
16-19 13 1 
20-29 25 1 
30-39 24 8 
40-49 23 5 
50-59 24 5 
Above 60 20 7 
Total 129 22 


Education 


Below VI 8 4 
VI-VIII 114 17 
IX-XII 12 1 
Total 129 22 


Since admissions and discharges occur throughout the year, the in-san training of this 
group forms part of the statistics reported previously. Most of them had actively prepared 
for their discharge and 27 applied for post-san training in occupations ranging from hair- 
dressing to electrical appliance repair. Others decided to explore the employment situation 
offering previous occupational skills plus whatever course they had taken. Considerable 
time was spent in teaching proper letter writing and interviewing techniques. Constant 
referrals to National Employment Service plus 122 employer visits produced a total of 110 
placements. 


Of course, in addition to these services with a direct objective, there is 
always the usual liaison service to all patients in the matter of welfare, advice 
and help i in obtaining pensions, family counselling, and so on, all of which adds 
up to considerable time and effort, ‘but is an essential part of the program. 
Neither is the patient forgotten once placed, but contact is maintained for at 
least a year subsequent to discharge. It is often found necessary to relocate 
ex-patients, frequently more than once, before they become adjusted and may 
be regarded as fully rehabilitated. 








The Manitoba Department of Health 
and Public Welfare’ 


M. R. ELLIOTT,? M.D., D.P.H and R. D. DEFRIES,* M.D., D.P.H. 


MANITOBA AS A PROVINCE 


ANITOBA lies between the provinces of Saskatchewan on the west and 

Ontario on the east and has a salt water coastline of 400 miles on Hudson’s 
Bay. In area, Manitoba has 246,512 square miles of which 26,789 square miles 
are lakes and rivers. The largest of the lakes is Lake Winnipeg, over 250 miles 
in length and lying parallel to it to the west is Lake Manitoba, also very large. 
The Red River and the Assiniboine, rising in the southern and western 
boundaries of the province, join at Winnipeg to flow northward to Lake 
Winnipeg. In the north, the Saskatchewan River after flowing across Alberta 
and Saskatchewan drains into Lake Winnipeg which, in turn, flows out by the 
Nelson River into Hudson’s Bay. Manitoba’s lakes provide in its fishing 
industry a livelihood for a considerable number of people. 

Manitoba is part of Canada’s great prairie granary. The agricultural land 
makes up the southern and southwestern two-fifths of the province. 

A large portion of the northern area of the province lies within the Pre- 
cambrian Shield providing a wealth of water power, timber, minerals, fish and 
furs. Almost 40% of the province is covered by forest. Mining developments 
are of great importance. 

The province contains four cities, the population of which for 1956 was 
Winnipeg (255,093), St. Boniface (28,851), Brandon (24,796) and Portage la 
Prairie (10,525). The population of the province in 1956 was 850,040 of 
which 339,457 were rural residents and 510,583 were urban residents. The 
population for 1957 was estimated at 860,000. Approximately one-third of the 
population lives in the Winnipeg area. The Indian population in 1956 
numbered approximately 20,977. 

In 1957, the general death rate was 8.6 per thousand (Canada 8.2); birth 
rate 26 per thousand (Canada 28.3); infant mortality rate 31 per thousand 
living births (Canada 32); and maternal mortality rate was 0.4 per thousand 
living births (Canada 0.5). 

The provincial government estimates for public health expenditures for 
1957-1958 totalled $8,749,421 and for social services $5,532,526. This com- 
pares with a total provincial budget of $69,867,911. 


'One of a series presenting the development and organization of public health in each of 
the provinces and the Department of National Health and Welfare of Canada, 

“Deputy Minister of Health of Manitoba 

Director Emeritus and Consultant, Connaught Medical Research Laboratories. 
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HISTORICAL HIGHLIGHTS 

1870—Manitoba was established a province. Smallpox epidemics occurred 
among Indians and in 1876 legislation was enacted requiring that all 
children be vaccinated within three months of birth. 

1877—An act was passed establishing the Bureau of Agriculture and Statistics 
and, in 1883, a Department of Agriculture, Immigration, Statistics and 
Health was provided with authority to appoint a provincial health super- 
intendent. Each county council was directed to appoint a health officer. 

1890-The first Public Health Act in Manitoba was passed and in 1893 a new 
act was passed establishing a Provincial Board of Health with a secre- 
tary, under the Minister of Agriculture and Immigration and a pro- 
vincial bacteriologist. The province was divided into health districts 
and an inspector was appointed for each. 

1897—Dr. Gordon Bell was appointed bacteriologist in the Provincial Labora- 
tory continuing in this appointment until 1934, when he was succeeded 
by Dr. F. D. Cadham. Dr. Bell laid the foundations of public health in 
Manitoba. 

1907—The Manitoba Anti-Tuberculosis League was organized and in 1909 
the Manitoba Sanatorium was built at Ninette. Dr. D. A. Stewart was 
appointed superintendent, serving until his death in 1937. He was one 
of the pioneers in public health, and made an outstanding contribution 
to the control of tuberculosis in Manitoba. 

1910—King Edward Sanatorium in Winnipeg was opened. 

1911—The Public Health Act was revised, providing for the inspection and 
control of milk supplies, water and sewage treatment plants. 

1916—The Provincial Board of Health was reconstituted and a chief health 
officer and a provincial sanitary engineer were appointed. Five public 
health nurses were appointed and in 1917 a provincial health nursing 
service was organized with Miss E. A. Russell as director. Dr. M. S. 
Fraser was appointed epidemiologist serving until 1929, when he was 
appointed chief health inspector, continuing until his retirement in 1933. 

1918—A venereal disease clinic was established in Winnipeg and notification 
was required of venereal diseases in the province. 
The municipal doctor plan for providing prepaid medical care was 
approved and adopted by several municipalities. 

1928—With the aid of the Rockefeller Foundation, the first full-time health 
district, St. James and St. Vital, was established and in 1929 the Brandon- 
Cornwallis unit. 
Department of Health and Public Welfare was established with Dr. 
E. W. Montgomery as Minister. Dr. T. A. Pincock was named Deputy 
Minister. 

1929—The Tuberculosis Control Act was passed designating the Manitoba 
Anti-Tuberculosis League as the Sanatorium Board of Manitoba. The 
Central Tuberculosis Clinic in Winnipeg and travelling clinics in the 
province were provided. 

1930—The Cancer Relief and Research Institute was created for the provision 
of X-ray therapy, diagnosis and relief. 
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1932—The Hon. R. A. Hoey was appointed Minister of Health and Public 
Welfare. 

1933—Dr. T. A. Pincock, Deputy Minister, was named superintendent of the 
Brandon Mental Hospital and Dr. F. W. Jackson succeeded him as 
Deputy Minister. 

1934—The third full-time health unit was established at St. Boniface. 

1935—The Hon. I. B. Griffith was appointed Minister of Health and Public 
Welfare. 

1937—St. Boniface sanatorium was opened. 
Milk Control Act provided control of production, processing and sale. 

1940—A survey of morbidity in municipal doctor areas 1938-40 was made by 
Dr. Jackson and of maternal deaths by Dr. N. R. Rawson. 

1941—Study of hospitals in Manitoba under the Welfare Supervision Board 
was made by Dr. Jackson and a survey of health services under the 
auspices of the American Public Health Association was conducted by 
Dr. Carl E. Buck. 
Outbreak of poliomyelitis, 1,011 cases, 20 deaths and of encephalitis 
(equine) 521 cases and 79 deaths. 

1942—Hon. James McLenaghen appointed Minister of Health and Public 
Welfare. 

1943—Hon. Ivan Schultz appointed Minister of Health and Public Welfare. 

1944—Tuberculosis Control Commission and a permanent Manitoba Hospital 
Council were appointed. 
Dauphin Health Unit was established. 

1945—The Health Services Act was passed implementing the Manitoba Health 
Plan developed by Dr. Jackson, for health unit services including pre- 
paid laboratory and X- -ray diagnostic services; the establishment of 
pre-paid medical care districts cael hospital districts. Eight new health 
units were opened. 

1946—International Health Division, Rockefeller Foundation reported on the 
inadequacies of the numbers of physicians in rural Manitoba and 
measures to remedy the situation. 

1947—First laboratory and X- -ray unit in Manitoba as part of the Manitoba 
Health Plan at Dauphin. At this time 12 health units were functioning 
and 21 medical care districts. 

1948—Dr. Jackson was granted leave of absence for service in Department of 
National Health and Welfare, Ottawa. Dr. C. R. Donovan was appointed 
Acting-Deputy Minister. 
Kildonan-St. Paul Health Unit opened. 

1951—Dr. M. R. Elliott appointed Deputy Minister of Health, following the 
resignation of Dr. Jackson. 

1952—Manitoba Health Survey Committee conducted under Federal Health 
Grants program reported. on existing health services, their improvement 


and extension. Hon. F. C: Bell appointed Minister of Health and Public 
Welfare. 


Poliomyelitis epidemic, 841 cases and 25 deaths. 


19 53—Poliomy elitis epidemic, 2,391 cases including 36 Indians and one Eskimo 
with 89 deaths. 
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1954—Hon. R. W. Bend appointed Minister of Health and Public Welfare and 
K. O. McKenzie appointed the first Deputy Minister of Public Welfare. 
1958—Hospital Services Insurance Act and The Hospitals Act passed with the 
inauguration of the hospital insurance plan on July 1 
Hon. Dr. George Johnson appointed Minister of Health. 


ORGANIZATION AND ADMINISTRATION OF PUBLIC HEALTH 


The Department of Health and Public Welfare is under the direction of 
the Minister of Health and Public Welfare with a Deputy Minister of Health 
and Deputy Minister of Welfare. The department consists of three divisions, 
health services, public welfare services and general administration, the latter 
serving both branches. 


THE HEALTH BRANCH 


The Health Branch has two main divisions, namely, Health Services and 
Psychiatric Services. The Division of Health Services contains four sections— 
Environmental Sanitation, Preventive Medical Services, Extension Health Ser- 
vices and Laboratory Services. The Division of Psychiatric Services includes the 
sections of Hospital Services and Community Mental Services. The Provincial 
Board of Health (1893) is composed of the Deputy Minister of Health, the 
Provincial Sanitary Engineer, the Director of Health, the Provincial Bac- 
teriologist and 7 other persons. The Health Services Act (1945) further 
provides the Minister with an advisory commission composed of 11 repre- 
sentative members. Certain specialized health programs are administered by 
semi-official boards subsidized by government funds. These include the Sana- 
torium Board of Manitoba, the Manitoba Cancer Treatment and Research 
Foundation, the Manitoba Society for Crippled Children and Adults and the 
Alcohol Research and Rehabilitation Foundation (1956). The Sanatorium 
Board operates three sanatoria, two of which are federally-owned sanatoria 
for Indians, the Central Tuberculosis Clinic (Winnipeg) and mobile chest 
clinics. General hospital and medical care for indigents is a responsibility of 
the municipalities but the province in 1956 assumed 40% of the cost of hospital 
care. In 1957 this assistance to municipalities was increased to 80% of expendi- 
ture for hospital care in excess of 1 mill on equalized assessment. This arrange- 
ment ceased with the implementation of the Hospital Insurance Plan, July 1, 


1958. 


DIVISION OF HEALTH SERVICES 
SECTION OF EXTENSION HEALTH SERVICES 

Five bureaus are included in this section: Local Health Services, Prepaid 
Laboratory and X-ray Services, Medical Services, Hospitalization and Dental 
Services. 

During the years of the financial depression (1929-39) it was not possible 
to extend public health services. The first of a series of studies to establish 
public health needs in the province was conducted by Dr. M. R. Elliott relating 
to illness among the unemployed in Winnipeg 1934-35. A morbidity survey 
in the seven municipal doctor areas in Manitoba (1938-1940) was made by 
Dr. F. W. Jackson indicating the extent of the services rendered. Maternal 
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Hudson's Bay 


PROVINCE OF MANITOBA 
Organized Local Health Services 


Northern, Swan River, Dauphin, 
Neepawa, Virden, Portage la 
Prairie, Stonewall, Selkirk, Red 
River 


Greater Winnipeg Area: 
St. Boniface, St. Vital, Ft. Garry, 
St. James, Kildonan-St. Paul 
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deaths in the province (1938-1940) were reviewed by Dr. N. R. Rawson. In 
1941, Dr. Jackson conducted a comprehensive survey of hospital services for 
the Welfare Supervision Board. A complete survey of health services in the 
province was made in 1941 under the auspices of the American Public Health 
Association by Dr. Carl E. Buck and a follow-up study with important recom- 
mendations was made in 1950. 

Bureau of Local Health Services. In 1943, a beginning of the extension 
health program was made by establishing the Bureau of Local Health and 
Welfare Services with the financial assistance of the Rockefeller Foundation. 
The findings of the various surveys were the basis of the Manitoba Health Plan 
which was approved by the legislature in 1945. This plan is the basis of the 
present developments in health services. The formulating of the Manitoba 
Health Plan was largely due to the untiring efforts of Dr. “Jackson as Deputy 
Minister of Health ond Public Welfare. This plan has been highly commended 
by public health authorities, being spoken of by a special commission of the 
Rockefeller Foundation which studied the needs of Manitoba in 1946, as the 
most realistic approach in Canada to the provision of better health services. 
To implement the plan, comprehensive new legislation was passed in 1945 
entitled The Health Services Act. The Act has four main divisions providing 

(a) preventive medical services through the establishment of local health 
units, (b) diagnostic services by the establishment of laboratory and X-ray 
units, (c) medical services through medical care districts and (d) hospital 
facilities by the establishment of recognized hospital districts. The plan pro- 
vided for the division of the province into four large regional areas tor adminis- 
tration and subdivision into smaller districts for local administration. The 
plan was four-fold in its benefits: first, the development in local health units 
providing a full-time public health program; second, development of laboratory 
and X-ray units; development of medical care districts utilizing the physicians 
serving as municipal doctors and the development of hospital facilities in 
strategic sites. The original plan outlined the establishment of 26 local health 
units but the subsequent report of Dr. Carl Buck in 1950 recommended that 
these units should be enlarged in area and population and reduced in number 
to 15. This is gradually being accomplished and nine units have now been 
enlarged in territory. In all, 13 local health units have been established, serving 
59 rural municipalities and 39 organized cities, towns and villages. An esti- 
mated population of 373,049 was resident in these municipalities in 1957. 
Exclusive of the city of Winnipeg, 41% of the organized territory is covered by 
full-time health services and 64% of the population is receiving this service. lf 
the city of Winnipeg is added 75% of the population in Mi unitoba is covered 
by full-time health services. Health units are established on the approval of 
municipal councils and are operated jointly by the provincial government and 
local authorities. Staffs are employed and ps aid directly by the provincial De- 
partment of Health and Public Welfare. The average population served was 
24 500 per unit in 1954. The staff consists of a medical director, three to nine 
public health nurses depending on population, one to four sanitary inspectors 
and clerks as required. Recently, the part-time services of a health educationist 
have been added. 


The Act established an Advisory Commission to the Minister on all pertinent 
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matters, composed of eleven members representative of the Manitoba division 
of the Canadian Medical Association, the Union of Manitoba Municipalities, 
the Board of Governors of the University of Manitoba, the Department of 
Health and Public Welfare and three members appointed by the Minister. 

Under the Manitoba Public Health Act a municipality not included in a 
health unit must arrange for the services of a physician to act as medical 
officer of health and provide public health services. The provincial public 
health nursing service supplies several public health nurses for areas outside 
health units while the section of environmental sanitation has a staff of 
inspectors located in areas of the province not served by health units. In 
unorganized territory, the provincial government endeavours to provide health 
services for the residents similar to that provided elsewhere in the province. 

Bureau of Prepaid Laboratory and X-ray Services. In the providing of diag- 
nostic services, municipalities may combine to form laboratory and X-ray units 
and five health units are providing such services. The significance of the lack 
of such services was emphasized in the report of the special commission of the 
Rockefeller Foundation in 1946, in its relation to the shortage of physicians in 
rural Manitoba. The five units which have been established with boundaries 
corresponding to local health units are Dauphin, Selkirk, Virden, Neepawa 
and Portage la Prairie. Further extensions will be made as qualified personnel 
are available. 

Bureau of Medical Services. There are 14 medical-care districts in which mu- 
nicipal physicians on salary are serving. In effect, there are local prepaid medi- 
cal-care plans. Municipalities with municipal doctors are eligible for provincial 
grants if they are included in both a local health unit and a laboratory and 
X-ray unit. 

Indigent medical care is provided by municipalities and reimbursement is 
made by the province for medical relief expenditures. 

Bureau of Hospitalization. Until June 30, 1958 this bureau was concerned 
with the establishing, planning, financing and constructing of hospitals and 
with standards and administering the responsibilities under the Hospital Aid 
Act. As a result of the introduction of the Hospital Insurance Plan, the Bureau 
is being reorganized. 

The Health Services Act of 1945 made possible the implementation of the 
plans of 1941 and 1944. A permanent Hospital Council was appointed and the 
province was divided into three hospital divisions each centered on a base 
hospital. Local hospital facilities are administered through the 36 district 
hospital boards which finance construction partly from local taxes. All but two 
of these districts contain at least one general hospital augmented in many cases 
by one or more medical nursing units. 

Bureau of Dental Services. This bureau was organized in 1946 following the 
preventive dental program conducted since 1929 by the Canadian Foundation 
tor Preventive Dentistry. Mobile dental clinics supplement established clinics 
and a program of dental health education is conducted. 


SECTION OF ENVIRONMENTAL SANITATION 


This section includes the bureaus of public health engineering, food and 
milk control, industrial hygiene and the services of sanitary inspectors. Of 





466 CANADIAN JOURNAL OF PUBLIC HEALTH Vol. 49 





special interest in food control was the provision in 1945 of regulations for 
frozen food locker plants. In-service training for employees of pasteurizing 
plants and inspectors has been provided. The bureau of Industrial Hygiene 
provides technical data concerning the existence and control of health hazards 
in industry. Training of operators of water treatment and sewage plants was 
introduced in 1954. ‘- field staff of nine sanitary inspectors is provided. For 
sanitary inspectors a course of 8 to 10 months including field work and a 
refresher course of one week for local inspectors are given. 


SECTION OF PREVENTIVE MEDICAL SERVICES 

This section provides epidemiological investigations and has conducted an 
effective program of control, including immunization against diphtheria and 
other communicable diseases. Manitoba participated in the 1954 field trial of 
Salk poliomyelitis vaccine undertaken by the National Foundation for Infantile 
Paralysis, New York. This section was developed and effectively directed by 
Dr. Maxwell Bowman, who served from 1939 until his death in 1956. Included in 
this section is the Central Tuberculosis Registry. The control of tuberculosis is 
under the Sanatorium Board of Manitoba which operates all sanatoria in the 
province and is responsible for the preventive program and case-finding. In 
the Bureau of Venereal Disease Control an active program has been provided 
since 1918, including a free treatment clinic, the supplying of drugs and anti- 
biotics without charge and the provision of free treatment for indigent patients 
in rural areas. In addition to its usual functions, the Bureau of Maternal and 
Child Hygiene maintains a registry for crippled children. Research in prob- 
lems of maternal and child health is conducted with financial assistance from 
the Federal Health Grants. 

Manitoba has the credit of establishing the first provincial public health 
nursing service. This bureau was organized in 1917 when Miss Elizabeth A. 
Russell was appointed with a staff of seven nurses and at the time of her 
retirement in 1955 this number had grown to 79. Sixty-seven of the staff nurses 
are assigned to local health units. The licensing of practical nurses was pro- 
vided in an act passed in 1945. This was the first legislation of its kind in 
Canada. A central school for the training of practical nurses was organized 
under the public health nursing bureau and by December, 1957, 1,052 student 
practical nurses had been graduated and licensed to practise. The training of 
practical nurses is now also carried out in the schools of nursing at the three 
large mental hospitals, and at Hospice Tache in St. Boniface. 


SECTION OF LABORATORY SERVICES 


Laboratory services were first provided in 1897 when Dr. Gordon Bell, one 
of the outstanding public health pioneers in Canada, was appointed to serve 
as provincial bacteriologist. From 1934 until 1952 the work was ably conducted 
by Dr. F. T. Cadham, whose work in bacteriology is well known in both the 
public health and clinical fields. The laboratory has functioned in close relation 
to the Department of Bacteriology in the Faculty of Medicine of the University 
of Manitoba being located in the medical building. For many years a branch 
laboratory for the western part of the province has been located in the Brandon 
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Hospital for Mental Diseases. A second branch laboratory serves the northern 
area and is located at Dauphin. Special provision has been made in the Central 
Laboratory for the diagnosis and investigation of virus infections. 

A qualified school for the training of technologis sts in laboratory and X-ray 
procedures was instituted at the provincial laboratory, Brandon, in 1945 with 
an initial enrolment of 12 students, and since 1955, has been supplemented by 
a class of students at the Central Laboratory in Winnipeg. 

Reference has been made to the five units which have been established 
under the Health Services Act to provide laboratory and X-ray services. These 
units are at Dauphin, Selkirk, Virden, Neepawa and Portage and the boun- 
daries of each are the same as those of the health units. The staffs of both local 


units and laboratory and X-ray units form part of the staff of the Department 
of Health and Public Welfare. 


PSYCHIATRIC SERVICES DIVISION 


The provincial government operates four mental institutions for custodial 
care and teestunent of the mentally ill. Two large hospitals for mentally ill 
are located at Brandon and Selkirk. At Portage la Prairie the province operates 
the Manitoba School for Mentally Deloctive Persons and in Winnipeg the 
psychopathic hospital has a diagnostic and early short-term treatment center. 
In the field of community health services, this division has established and 
helped to staff and operate two out-patient departments in Winnipeg and 
Brandon and provide central staff for child guidance clinics operating in the 
province. 

In 1933, the Mental Defective Act made provision for the establishment of 
the Manitoba School for Mentally Defective Persons and since that time a 
rehabilitation program has been developed. Child guidance and mental health 
clinics have been provided on a full-time basis in areas surrounding the 
already-established institutions. 


SPECIALIZED HEALTH PROGRAMS 


The Manitoba Cancer Treatment and Research Foundation. The Foundation 
is subsidized by the province and administers all cancer activities. A free cancer 
biopsy service is available and diagnostic services are provided without charge 
to medically indigent rural residents. In the greater Winnipeg area services 
are similarly available through the out-patients department of the Winnipeg 
General Hospital and the St. Boniface Hospital with which the Foundation is 
associated. In addition a deep X-ray therapy and radium treatment center is 
maintained by the Foundation in association with each hospital. This treat- 
ment is free to all residents. A cobalt bomb unit has been established in each 
hospital. 

The Sanatorium Board of Manitoba. The Board is responsible for the over-all 
preventive and treatment program against tuberculosis. It operates the Central 
Tuberculosis Clinic in Winnipeg and four sanatoria , and employs a rehabilita- 
tion officer. Three of the four sanatoria are for Indians and are owned by the 
federal government. Preventive and rehabilitation services are financed mainly 
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through the sale of Christmas seals and the diagnostic and treatment services 
are provided through public funds. 

The Society for Crippled Children and Adults. Its program includes an 
assessment clinic, provision of treatment services and prosthetic appliances, 
guidance and follow-up services for all types of physical disability. The Depart- 
ment of Health and Public Welfare provides a co-ordinator of rehabilitation 
who exercises general supervision over the program and screens applicants for 
rehabilitation services. 


THE HOSPITAL INSURANCE PLAN 


On July 1, 1958, the province embarked on a comprehensive hospital insur- 
ance plan in conformity with the Hospital Insurance and Diagnostic Insurance 
Act of the federal government. Complementary legislation was passed in Mani- 
toba in 1958 consisting of the Hospital Services Insurance Act and the Hos- 
pitals Act. The latter Act which is under the administration of the Department 
of Health provides for the licensing, inspection and control of standards of 
all hospitals, while the former Act provides for the administration of the 
Hospital Insurance Plan. This Plan is administered by a Commissioner respon- 
sible to the Minister of Health and Public Welfare. It provides for complete 
in-patient care on the standard ward level to all residents of the province on 
payment of a compulsory premium. The premium is paid by payroll deduction 
in employee groups of five or more, and by semi-annual or annual payments 
through municipality of residence for all other persons. Provision is made for 
out-of-province benefits and for emergency out-patient care within 24 hours 
of an accident. The Plan is subsidized by the provincial government which will 
be directly responsible for hospital care of all recipients of public assistance 
without payment of premium, and the benefits of the Plan will also include 
care in tuberculosis sanatoria and hospitals for mental diseases. 


PUBLIC WELFARE BRANCH 

Public Welfare Services of the government of Manitoba are administered 
through three main branches or divisions each of which is responsible through 
its chief officer or director to the Deputy Minister of Public Welfare. 

The Division of Public Welfare Services administers the program of Mothers’ 
Allowance throughout the province and social assistance and child welfare 
services in unorganized territory, and child welfare services in organized areas 
where there is no Children’s Aid Society. These programs are convted through 
district offices of the division. The division also supervises the activities and 
heavily subsidizes non-denominational Children’s Aid Societies which operate 
in the organized areas of the province. The Division of Public Welfare Services 
administers the Social Assistance Act whereby municipalities are reimbursed 
for part of their social assistance and other social welfare costs. It supervises 
children’s institutions and recommends grants for charitable institutions in the 
province. 

The Old Age and Blind Persons’ Allowances Board is under the direction 
of a full-time chairman, who is also the director of Elderly Persons Housing. 
The Pensions Board carries the programs of Old Age Assistance, Blind Per- 
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sons’ Allowances and Disabled Persons’ Allowances. In addition, it receives 
applications from recipients of these three programs as well as from recipients 
of Old Age Security who are applying for supplementary allowances. It investi- 
gates these applications and forwards them with recommendations to the 
municipalities. 

The director of Elderly Persons Housing is responsible for the administration 
of the Elderly Persons Housing Act and fox making recommendations as to the 
grants pay able to non- profit charitable and municipal organizations who are 
providing elderly persons housing. 

The Co-ordinator of Rehabilitation Services is responsible for supervising 
those agencies and activities which receive provincial funds or federal-pro- 
vincial funds such as under the Medical Rehabilitation Grant and Schedule 
“R’ of the Canadian Vocational Training Agreement. These are the provincial 
and federal-provincial funds directed towards the rehabilitation of the phy- 
sically handicapped. 


LABORATORY SECTION—CANADIAN PUBLIC HEALTH 
ASSOCIATION 


TWENTY-SIXTH ANNUAL MEETING 


All who are interested in public health laboratory services look 
forward each year to the Christmas meeting of the Laboratory 
Section of the Association. The chairman of the Section this year 
is Dr. J. C. Wilt and Dr. F. O. Wishart is the secretary. 

Twenty-five papers are being presented in the four sessions of 
the two- d: ay conference. At the opening session on Monday morning 
seven papers will be presented including vital staining of bacteria, 
oedema disease of swine, anaerobes, antigenicity of influenza vac- 
cines, botulism, anaphylaxis and Johne's disease. The afternoon 
session will be devoted to a symposium on staphylococcal problems 
in which six papers will be presented. On Tuesday morning, eight 
papers are listed including Q. Fever, treponemal antigen tests, 
preservation of foods by gamma irradiation, pulmonary histoplas- 
mosis. On Tuesday afternoon five papers relating to poliomyelitis 
will be presented including a review of laboratory findings in 
Ontario 1956-58 and in Manitoba in 1958. A one-dose chicken 
potency screening test for poliomyelitis will be described and a 
new disc-method for polio typing will be presented. Observations 
will be given on the use of quadruple vaccine (diphtheria-tetanus- 
whooping cough-poliomyelitis ) in animals and man. 

On Monday, the luncheon will be addressed by Professor Pierre 
Dansereau, Dean of the Faculty of Graduate Studies, U niversity of 
Montreal. 

DECEMBER 15 and 16, 1958 


SHERATON-MOUNT ROYAL HOTEL, MONTREAL 





A Study of the Needs of Cancer Patients 
in Waterloo County’ 


MARION TRESIDDER,? B.Sc.N., M.A. 


| eo problem of extending adequate services to all parts of the province has 

been of deep concern to the Ontario Cancer Treatment and Research 
Foundation and the Ontario Division, Canadian Cancer Society. Both have 
recognized that existing services do not meet the need. The difficulties encoun- 
tered by some patients in securing necessary services and in paying for them 
are apparent at the eight treatment centers supported by the Foundation (1). 
Requests for help made to the Canadian Cancer Society have taken many 
forms. 

To explore the need for and the possibilities of developing additional ser- 
vices, a Welfare Survey Committee composed of members appointed by the 
Ontario Division, Canadian Cancer Society and the Ontario Cancer Treat- 
ment and Research Foundation, was formed. With the approval of the Ontario 
Medical Association, a pilot survey was undertaken in Waterloo County to 
investigate the type, amount and cost of assistance required to supplement the 
services provided by existing health and social welfare organizations for cancer 
patients. A Medical Advisory Committee, appointed by the Kitchener-Waterloo 
Academy of Medicine and the South Waterloo Medical Society, assisicd in 
adapting the approach and method used in the conduct of the study and in 
promoting the interest, support and co-operation of the physicians in the 
county. 

Waterloo County is situated in western Ontario and had a population of 
148,774 in the 1956 census. It is divided into five townships and includes farm- 
ing communities and villages, three incorporated towns and three cities. Sixty- 
five per cent of the people reside in the three cities of Galt, Kitchener and 
Waterloo, with Kitchener having more than twice the population of either of 
the two other cities. The favourable economic conditions in the county together 
with the present level of employment have encouraged growth and attracted 


new immigrants. The high percentage of home owners suggests a_ stable 
population. 


METHOD OF STUDY 


DEFINITION OF TERMS 


Incidence. Cases of cancer diagnosed for the first time during the period of the study. 
Prevalence. The number of resident cases known to have had cancer, regardless of the date 
of diagnosis, in which cancer was not stated to be absent throughout the study year. 


1A condensation of the Report of the Welfare Survey conducted in Waterloo County 
August 1, 1956 to July 31, 1957 under the Ontario Cancer Treatment and Research Foun- 
dation and the Ontario Division, Canadian Cancer Soc iety. 

“Research Fellow, Ontario Cancer Foundation, Toronto. 
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Total Cases. The number of cases with a history of cancer, whether or not cancer was 
stated to be present during the study year. 


Need. Services, care or ‘medical supplies required to carry out the plan of treatment 
recommended by the physician but unobtainable due to lack of funds and/or because such 
supplies, care and services were not available in the area in which the patient lived. 

Two principal limitations associated with this study should be noted: 

1. With the exception of the Canadian Cancer Society and the Victorian 
Order of Nurses for Canada, community organizations could not supply 
detailed information on services rendered specifically in relation to cancer. 

2. Patients seen during the conduct of the study were limited to those who 
were referred for assistance in securing services and were fully aware of the 
diagnosis of cancer. 

Schedules* were designed to secure factual information regarding the types 
of services received by cancer patients, the additional services required, and 
the factors influencing the need for additional services. 

The subjects selected for study included all cancer (including leukaemia 
and Hodgkin’s disease) patients under medical supervision during the twelve 
month period August 1, 1956 to July 31, 1957 as reported by physicians. The 
services of the Welfare Survey Director were available to aid in securing 
services to meet the need of individual patients through assisting in the assess- 
ment of the need for services, co-ordinating the use of existing services and 
administering, under the direction of a screening committee, the special Wel- 
fare Survey fund for supplementing existing services for patients being cared 
for at home. 

In July 1956, a letter and copies of the survey form for reporting the needs 
of individual patients were sent to every physician in the county. Follow-up 
letters, visits by the Welfare Survey Director, telephone inquiries and periodic 
progress reports at the monthly medical staff meetings in the hospitals were 
used to accelerate the response. In addition, in January 1957 requests were sent 
to the pathology and radiology departments of three general hospitals and the 
treatment centers in Hamilton, London and Toronto to report new cases of 
cancer of Waterloo County residents for the period of the study. 

Information was obtained from patients and their families, individuals both 
professional and lay, agencies in the community and from available data 
relating to the provision of services to cancer patients during the study year 
by the Cancer Society and the five branches of the Victorian Order of Nurses 
in the county. The information was coded and tabulated in the Division of 
Medical Statistics of the Department of Health for Ontario. 


FINDINGS 
The Extent of the Need for Services 
A total of 873 reports was received for 610 cases of cancer in 599 residents 
known to be under medical supervision in Waterloo County. The number of 
new cases of cancer, i.e., cases diagnosed for the first time during the period 
of the study, was 334 cases. Four patients had a second primary lesion and each 


*Copies of the complete report including the schedules and additional tables are avail- 
able on request from the Foundation’s office. 
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of these was recorded as an independent case. The numbers of new cases and 
total cases reported during the period of the study (August 1, 1956 to July 31, 
1957) are set out by primary site of disease and sex in Table I. 










\BLE I—New awnp ToraL Cases REpoRTED* BY PRIMARY SITE OF DISEASE AND SEX 
WATERLOO County, AuGusT 1, 1956 To JuLy 31, 1957 





Total Casest 





New Cases 


Primary Site of Disease | Male | Female Total Male Female | Total 


Buccal cavity, pharynx | 17 1 is | 23 5 | 28 
Rectum } Wk 10 21 | B 3 | 2 
Other digestive system | 23 | 35 a 11 58 | 99 
Respiratory system 10 3 es 4 15 t 19 
Breast - 39 39° | 106 106 
Cervix uteri 13 is: | = 33 33 
Corpus uteri 9 | 9 — 12 12 
Prostate | 15 : | 15 ! 26 | — | 26 
Other genital system 4 19 23 | 3 39 42 
Uris iry organs | 10 6 16 Is 9 27 
Skin | 29 32 | 61 | 39 41 | 80 

Lymphatic and haematopoietic 
tissues 19 14 32 25 19 At 
Other sites , ed 18 19 2% | 44 
Potal | 147 190 | 337 238 372 | «610 






































*Cases with a history of cancer, whether or not cancer was reported to be present. 
tin this and all following tables all non-residents are excluded with the exception of three. 





The estimated case incidence based on available data for Middlesex County 
was 325 cases(2). It was also estimated that the number of cases in which 
cancer was present or not stated to be absent (prevalance), would be slightly 
in excess of six hundred (622). Both of these estimates indicate that the case 
coverage of this study was reasonably complete and especially that for new 
cases. 






Existing Services Available 

Many health and social organizations, both public and private, carried on 
programs which provided services that were available to cancer patients in 
Waterloo County. 


Facilities for care. Facilities for diagnosis and medical and surgical treatment were pro- 
vided through three general hospitals in the county. Some patients received these types of 
care in hospitals outside the county. Institutional care for chronically ill patients was avail- 
able in a wing associated with one hospital. During the study much needed additional 
accommodation for long term care was provided in a separate pavilion of a tuberculosis 
sanatorium. Small private hospitals and nursing homes offered accommodation for patients 
who did not require spec ialized services. 

Radiotherapy was available to meet the need of certain patients through one general 
hospital and one specialist with private facilities. The full range of equipment and per- 
sonnel required to provide the most modern radiotherapy was not available within the 
county. Regional treatment centers supported by the Ontario Cancer Treatment and 
Research Foundation, in Hamilton, London and Toronto, provided services for cancer 
patients from Waterloo County. Treatment was provided whether or not the patient was 
able to pay the full cost and assistance with public transportation was given when necessary. 
During the period of the study, a clinic to provide consultative and follow-up supervision 
services for patients attending the Ontario Cancer Foundation London Clinic was estab- 
lished in the county. 


Physician’s services. All cancer patients received physician’s services through private 
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medical practitioners. The 157 practising physicians residing in the county included general 
practitioners and specialists in most fields. All patients attending regional treatment centers 
were referred by physicians. 

Nursing services. In addition to the nursing service provided in hospitals and nursing 
homes, private registered nurses and a few certified nursing assistants were av: uilable 
through two community nursing registries in the county. No information was obtained on 
the extent of the use of these types of nursing service for cancer patients. Both agencies 
reported little call for priv: ate nursing care in the home. There was greater demand for the 
less skilled type of nursing care which was provided by nursing assistants and by practical 
nurses with varying degrees of training. 

Public health nursing services of a generalized nature under municipal auspices were 

not available in all parts of the county. Five branches of the Victorian Order of Nurses, 
providing skilled nursing care on a part-time basis to patients at home, served approximz ately 
75% of the popul: ition(3). Services were rendered in relation to need for care and fees 
adjusted according to the p patient’ s ability to pay. Visits to cancer patients in 1955 accounted 
for 6.5% of the total visits made by all the branches in the county. The fact that this is 
higher than the average for Ontario (6.1) should be considered in relation to the service 
programs of these bré anches. 
Social services. Cancer patients, in common with other ill persons, qualified for help 
through established social welfare programs under federal, provincial and municipal 
authorities. Assistance with certain costs for hospital care, ambulance transportation, limited 
medical care from physicians and replacements of income were provided for patients in 
financial need who were eligible for these services. 

In the three urban centers, family social agencies provided social case work services for 
assistance with social and financial problems created by illness and in locating persons 
willing to undertake housekeeping positions. 

Occupational and physiotherapy services. The three general hospits ils maintained physio- 
therapy departments and one provided occup: ational therapy service. 

Housekeeping services. Housekeeping services were available in two cities through a ser- 
vice club and in one through the homemaker service of the local branch of the Canadian 
Red Cross Society. Services were limited to emergency or short-term hel p in the home. 


In one instance, a municipality provided payment for “house *keeping serv ice for a patient 
receiving public assistance where the need was a continuing one. 
Job placement services. The spec ial placement officers of the National Employment Service 


were available to persons requiring assistance in finding suitable employment because of 
a disability resulting from cancer. 


Volunteer services. Direct services by volunteers providing recreation and diversion for 
shut-ins were given by different voluntary agencies. Cancer patients with limited social 
contact of family or friends received frie ndly visits through the home visitors of the local 
units of the Cancer Society. Transportation ‘for di: ignosis or treatment for patients unable 
to travel by public transport: ition was available through volunteer drivers of the Cancer 
Society. 

Medical supplies. Securing medication and appliances presented no problem when patients 
at home could pay. Certain veterans receiving assistance with medical and treatment costs 
through the Department of Veterans’ Affairs were provided with medical supplies. No 
systematic method was in ope ration for persons in financial need to receive assistance with 
medication through municipalities in the county. 

A variety of items of hospits al and sick room equipment was available on a loan basis 
through five branches of the Canadian Red Cross Society and several lodges. Hospital beds 
could be rented from other sources. 

On the recommendation of a doctor or nurse, dressings were provided without charge 
by the Cancer Society. Two of the hospitals requested and used these dressings for selected 
patients. Eighty- three patients used the dressings service during the period of the study. 
Other supplies provided by the Cancer Society in conjunction a the dressings service 
included such items as deodorants, back-rub lotion and disposable plastic bags. These 
were provided to patients in financial need. 

Ambulance services. Ambulance transportation was available through one — tl and 
one company. For patients not eligible for assistance through other sources, the Cancer 
Society prov ided assistance with ambulance charges 

Blood donor services. The Canadian Red Cross Society Blood Service was used in one 
hospital. In the other two hospitals replacements of blood could be made to reduce charges. 
The blood donor service offered by one unit of the Cancer Society was available for re- 
placement of blood required by cancer patients. 
























474 CANADIAN JOURNAL OF PUBLIC HEALTH Vol. 49 


Boarding care. Accommodation for patients receiving treatment at regional treatment 
centers on an out-patient basis was procured in a variety of ways. The Ontario Cancer 
Foundation Hamilton Clinic cnnnned a hostel and payment was arranged on the same 
ability-to-pay basis as for treatment. In other centers patients used public accommodation 
and assistance was available from the Cancer Society to supplement patient’s resources up to 
a maximum of $3.00 per day. 


Other services. Patients received help, both material and financial, from private individuals, 
church organizations, clubs, unions, etc. Some of these groups provided personal services 
of a neighbourly kind that gave much comfort to patients and families. The difficulty was 
to locate these sources for a particular person with a particular need. These groups usually 
had limited funds and provided assistance to meet emergency situations. 


ASSESSMENT OF UNMET NEEDS 

All of the 610 cases were residents of Waterloo County with the exception 
of 3 for whom requests for service were made to the Cancer Society while they 
were receiving care in the county. An appraisal of unmet needs for assistance 
from outside the family was made by 107 physicians for 458 of these patients. 
Of these, 163 patients were selected as a sample for a study of needs. 

The 163 patients in the sample included all cases receiving or requesting 
services through the North and South Waterloo Units of the Canadian Cancer 
Society, cases referred for assistance in securing services, and cases reported 
by physicians as requiring services that were not available through present 
resources. Physicians accounted for 31% of referrals, the Cancer Society 26%, 
hospitals 12%, health and social agencies 7%, patients 5%, family 9%, friends 6% 
and cancer clinics 4%. The records of the Cancer Society did not indicate the 
source of referral, therefore, patients who were receiving services from the 
society when the study began were included in the number reported from this 
source. The categories of patient, family and friend, combined, accounted for 
the second largest source of referral apart from the Cancer Society. 

The sample for study included 63 males and 100 females, ranging in age 
from 25 years to 90 years, with 57% diagnosed before the period of the study. 
The distribution of cases by primary site of disease revealed some cases in all 
categories, one third being cases of cancer of the digestive system. Analysis 
of the dressings service of the Cancer Society showed that 53% of the patients 
receiving dressings had cancers of the digestive system. Some patients used this 
service over the entire period of the study. 


The use made of existing resources 

Assessment of the assistance received and required by the cases in the sample 
showed that 163 patients required 375 services (Table IL). Twenty-two existing 
resources provided 313 services to 149 patients. No source of assistance existed 
to provide 62 services required by 48 patients. 

Through the co-ordination of services undertaken by the study maker for 
individual patients, information of present resources was provided to doctors, 
health and social workers, and 101 cancer patients or their families. Fifty 
referrals were arranged to 19 agencies. Social services were co-ordinated for 
15 patients with three of the regional treatment centers. Investigation was made 
of 42 patients’ ability to pay for services to meet present needs. Patients were 
seen only when the consent of the attending physician had been obtained and 
if the patient was fully aware of the diagnosis of cancer. 
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TABLE II—SumMary oF SERVICES OR ASSISTANCE REQUIRED BY SOURCE OF ASSISTANCE 
WATERLOO County, AuGusT 1, 1956, To JuLy 31, 1957 


Serv ice or Assistance Received Fr ym ‘ 2 
_ Services not 
Other Available 
Cancer| Voluntary | Government Existing 
Service or Assistance Society) Agencies Agencies Total Source 


Nursing } 1) 2 
Graduate 
Practical 
Public health 
Social case work 
Housekeeping 
Home visitor 
Medical supplies 
Medication 
Sick room equipment 
Appliances 
Dressings 
Other 
Transportation 
Car 
Ambulance 
Public 
Boarding care 
Blood donor service 
Occup’l and recreat’l therapy 
Job placement 
Financial assistance: 
With radiotherapy 
With hospital care 
For income aid 
Clothing 
Food and rent 
Coal 


C1 


me hood 
ll eel od 


TOTAL SERVICES 


TOTAL PATIENTS | 1324 | 47 | 


*Det: uil of the costs of care and treatment unknown in 29 cases. 
tSome patients received services from more than one source. 


A wide range of services was required to meet all the needs and the sources 
of assistance were numerous. Until the patients and the services were brought 
together the best use was not made of existing resources and needs remained 
unmet. Patients suffered hardships when they lacked know ledge of the services 
available. As patients moved from home to hospital, to treatment center and 
back to their own homes, breaks in continuity of care occurred. Well-defined 
procedures appeared to be in operation for physicians to secure medical reports 
from regional treatment centers, but some patients did not recognize their need 
for medical supervision between clinic appointments. When procedures for 
co-ordinating services were not well-defined, effective use of existing resources 
was not made. 

Assessment of the use made of the services of the two local units of the 
Cancer Society showed that increased use was made of all services during the 
period of the study, This resulted in part from the amount of interpretation 
of services made through the aaalied of the study. The Cancer Society carried 
on an active program for publicizing the services offered, The people who had 
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direct contact with patients were not always aware of the range of services 
offered by the Society. 

It was possible to evaluate the use made by some patients of the dressings 
service of the Cancer Society. In three instances where patients were using 
large numbers of dressings, investigation revealed that this was an indication 
of unrecognized need for medical advice or for nursing service. For other 
patients sufficient explanation and demonstration of the use of dressings for 
particular sites, of method of home sterilization and disposal, were assured 
when nursing service was given by professional nurses. For patients at home 
more effective and economical use of the dressings service could be made if 
the available visiting nursing service was used more extensively. Public health 
nurses employed by municipalities could provide this service if the program 
were organized to include it. 

Through the co-operation of the Victorian Order of Nurses for Canada 
information about the total services rendered to cancer patients during the 
period of the study was procured. The number of cancer patients served in the 
twelve month period was 70 cases as compared with 42 cases in 1955 (3). A 
total of 1.878 visits were made, five of which were made to facilitate the 
conduct of the study and paid for through the Welfare Survey funds. Thirty- 
nine patients in the sample received 1,333 of these visits. 

The use made of public health nursing service available under municipal 
authorities was small. Two patients in the sample received this service. Four 
patients who came directly to the Cancer Society with general health problems 


were given public health nursing service by the study maker. No further needs 
for service were reported by their physicians. 


Gaps in organized services 

The types and number of organized services available varied in different 
parts of the county. Here, as elsewhere, centers of heaviest population had the 
greatest number and range of organized services. 

The public health nursing and social case work services were not available 
in all areas. The needs of 4 patients for public health nursing service remained 
unmet: three patients required visiting nursing care, one of them was reported 
receiving care in a nursing home because no service was available; assistance 
in interpreting the need for medical attention to one patient remained unmet 
until undertaken by the study maker (Table IL). Patterns for extension of 
public health nursing service to include rural areas and smaller communities 
have been developed. Health units have been organized in many counties in 
Ontario and the Victorian Order of Nurses has organized service on a county 
basis in one area. There was evidence of recognition of the need for these 
services and interest in the possibilities of development but no indication that 
action was being taken. 

The need for additional trained personnel for health and social agencies, 
both public and private, has received increasing attention. All cases in the study 
who recognized their need for case work services received them. 

Occupational therapy for patients at home during prolonged convalescence 
and continuing illness was not available. No reports were received that any 
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patient in the sample had occupational therapy while in local hospitals. The 
need of 6 patients, 5 males and 1 female, remained unmet. In certain phases 
of their illness these patients could have gone outside the home for therapy. 
The Cancer Society provided sewing and knitting materials for three female 
patients found requiring this help, but no substitute was found for male 
patients. Suitable light employment and part-time work were not available. 
For male patients at home the loss of purposeful activity created problems 
and seriously affected their morale. 


Financial resources to meet the cost of services 

The cost of care and treatment varies widely in relation to the tvpe of cancer 
and amount of services required. Some patients in the sample had the financial 
resources to meet the full costs of care, others qualified for help through public 
assistance programs. Difficulty in paying presented a problem for patients in 
the middle income groups when the care required was expensive or was re- 
quired on a continuing basis. These patients could pay part but not all of the 
costs of care. 

Information was not obtainable on the ability of patients to pay for services 
received for which no charge was made. Adjustment in fee per visit was made 
for 35 out of the 39 patients receiving service through the Victorian Order of 
Nurses: 17 patients paid part and 18 received free visits. Depletion of resources 
and debts incurred during the acute treatment phase of illness and loss of 
income reduced the ability of patients and families to meet continuing costs 
and to provide home services which require cash payments. 

A study made on terminal care for cancer patients in Chicago (4) showed 


that more than half of all patients requiring terminal care require some help 
in meeting the cost of adequate care. In most instances the patient and his 
family can pay part of the cost of care required, but not all. 


Supplementary assistance provided through Welfare Survey funds 

The facilities and services were available but patients found difficulty in 
paying for 52 of the 62 services not available from an existing source (Table 
Il). The services of the Cancer Society were used to prov ide financial relief 
where possible and the total cost of services was $2,530. Welfare Survey funds 
were used to supplement existing resources for 22 services required by 14 
patients at home at a total cost of $659 (Table IIL). 

Nursing services. Two patients requiring practical nursing care at home 
received assistance at a cost of $166. This assistance supplemented nursing 
care given by the family, $28 provided through a family service bureau and $25 
given by a service club, Graduate nurse care at a cost of $10 for eight hours 
had to be substituted when no less skilled nursing personnel were available. 
The cost of practical nurse care in the home was $6.00 for eight hours. These 
services were used to make it possible for patients who wished to do so to 
remain at home. 

Housekeeping services. For one family requiring housekeeping service for a 
period of 10 months on a basis of five days a week, community and family 


resources were supplemented at a cost of $33.50 for a twelve-week period 
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Pasb_e I1[—Cost or SERVICES PROVIDED BY THE CANCER SOCIETY AND WELFARE SURVEY 
FUND, BY SERVICES 
WaTERLOO County, AuGusT 1, 1956, To JuLy 31, 1957 


Cost of Services 


Number - 
of Cancer Weare jon ee es 
Services Services Societv Survey Cost Per Cent 
Nursing 8 176.00 176.00 5.5 
Graduate 1 20.00 20.00 0.6 
Practical = 146.00 146.00 $ 6} 
Public health 5 10.00 10.00 0.3) 
Housekeeping 33.50 33.50 1.0 
Medical supplies 126 2,001.52 439.96 | 2,441.48 76.5 
Medication 11 428.26 128.26 13.4 
Dressings 83 1,873.05 = 1,873.05 58.6> 
Other | 32 128.47 11.70 140.17 4.4 
fransportation 15 193.00 10.00 203.00 6.4 
Car 30 . = — 
Ambulance 5 193.00 193.00 6.1> 
Public 1 10.00 10.00 0.3 
Recreation 25 : . 
Home visitor 255 
Drives 2 - 
Occupational therapy materials 3 2.00 - 2.00 0.1 
Soarding Care 6 9.07 333 . 67 10.5 
Blood Donor 3 - 
Other 3 - — 
Clothing 2 — _- 
Coal | = 
Potal 291) 2,530.19 659. 46 3,189.65 100.0 


The policies accepted for the Welfare Survey did not include assistance with 
housekeeping services when the patient was not in the home. The patient had 
hospital care during this period which totalled 168 days. 

Medical and other medical supplies. Eleven patients were assisted with costs 
of medication ranging in amounts from $2.80 to $98.50 at a total cost of $428.26. 
A voluntary organization supplemented one case through a grant of $15. 
Medication was provided for therapy, relief of pain, control of infection and 
to supply vitamins and iron. For all patients but one, the stage of disease was 
reported as incurable. Instances were found where patients were taking inade- 
quate dosage of medication prescribed for relief of pain and for therapy 
because of insufficient financial resources. 

The data on the above three types of services found through this study do 
not coincide with the pattern of expenditures reported by one organization 
providing financial assistance to advanced cancer patients (5). Their ex- 
perience shows that housekeeping and homemaking services account for 63% 
of the total expenditures, nursing care 23% and medication 1.3%. In home care 
costs the amount of personal services required from outside the family are 
reported trom many sources as influencing the cost more than the assisting 
services of medical supplies. The organization referred to above was situated 
in a large urban center and it could be inferred that the need of patients in 
Waterloo County for housekeeping services was met more frequently by mem- 
bers of the family. 


[ransportation, One patient receiving treatment outside the county did not 
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qualify for assistance with public transportation and supplementary assistance 
for two trips was provided at a cost of $10. 

Employment. One person with physical disabilities resulting in part from 
cancer was unable to qualify for disabled persons’ sllowence Employment 
opportunities for handicapped persons were limited. 

Unassessed needs. Welfare Survey funds were not available to supplement 
income, for food or shelter, for payment of doctor bills, hospital and treatment 
costs. 

Twenty-seven patients were reported as being in financial difficulty with 
costs incurred through diagnosis, treatment, hospital care and physicians’ ser- 
vices: 4 patients had no resources or prospects of paying debts; 11 patients 
were incurring additional expenses while attempting to pay off accumulated 
debts; 6 patients had depleted their resources or were likely to do so in meeting 
continued costs; 6 families were left with a burden of debt that would seriously 
hamper their ability to meet any family crisis in the future. In addition, there 
were two patients in financial need who were reported by physicians to have 
refused the assistance that was available to help them meet the costs of the 
recommended plan of treatment. Complete information of the types, amounts 
and costs involved was not obtainable. Twenty-two of these patients were 
reported as incurable. Nineteen of the 29 patients were “new” and 10 were 
“old”. These patients fall into the group that was able to pay part but not all 
of the costs of care. 


Factors INFLUENCING THE EXTENT OF NEED FOR ADDITIONAL SERVICES 

The age distribution showed that approximately 58% fell into the age range 
0 to 64 years. The only category not represented in the sample was 0 to 24 
years. Of the 48 patients with unmet needs, 79% were in the age range 25 to 64 
years. 

More women than men suffer from cancer but the death rate is higher for 
males than for females. The sex ratio of patients in the sample was 2 males : 3 
females. This picture was accentuated for the group requiring additional ser- 
vices, approximately 1 male to 2 females. Requirements for nursing and house- 
keeping services and assistance with medication were greater for female 
patients. Occupational therapy services were urgently needed for men. 

Information in relation to marital status was incomplete for 6 patients requir- 
ing additional services. Twenty of the remaining 42 patients were categorized 
as single, widowed, divorced or separated, The extent to which individuals 
received help from the family influenced costs for care and types of services 
required. 

Distribution of cases in respect to place of residence for total cases and 
patients in the sample showed no significant findings. However, the organized 
services available in any area influenced the plan for care. When skilled nursing 
care on a visiting basis was not available, substitute arrangements, usually 
nursing homes or hospital accommodation, were required or required at an 
earlier period for terminally ill patients. 

Patients from Waterloo County attending regional treatment centers had 
costs of transportation and boarding care added to other costs. For example, 
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daily bus trips to Hamilton for a series of twenty radiotherapy treatments cost 
$80 without counting additional costs of local bus fare and meals. Boarding 
care in London for one case was $102 for 34 days. The maximum allowance 
of $3 was low in relation to present costs of living. 

The sites of breast, cervix and other genital organs accounted for almost 
half (25) of the 48 patients with unmet needs. The site of skin was reported 
in one study as averaging the longest period of terminal care and four cases 
with unmet needs were reported in this category. The use of palliative measures 
which reduce symptoms and prolong life increased the costs of care for patients 
with primary sites of breast, ovary, lung and lymphatic and haematopoietic 
disease. In some instances these palliative measures returned patients to full 
activity and employment, or to partial activity and less remunerative employ- 
ment. The expense of palliative therapy made more imperative the provision 
of supplementary assistance, not only for medication, but for other types of 
service. 

Much has been accomplished in breaking down the barriers of fear and 
misinformation which surround the disease cancer. Some people incurred 
large debts in an endeavour to provide the best standard of care for a member 
of the family. In some cases families reduced their resources by travelling long 
distances in search of a cure or to reassure themselves that everything possible 
had been done. Patients expressed concern for the future and were anxious 
about being a burden to their families. The extent to which these concerns 
influenced the need for additional services was evident in the type of requests 
made by patients, families and friends. Attempts to find relief from financial 
and personal burdens brought people directly to the Cancer Society. In some 
instances physicians were not aware of the extent of the financial difficulties 
of the patient. The provision of supplementary assistance provided not only 
financial relief but encouragement and support to patients and families. 
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Some Newer Hazards in Industry’ 
N. WILLIAMS, M.B., BS., D.P.H., D.LH. 


—_— paper draws attention to some of the newer hazards in industry. Four 

were selected because they are likely to be observed by any physician, 
nurse or hygienist working in industry. Workers with symptoms associated 
with diseases resulting from occupational exposure may be seen by practising 
physicians and the true nature of their complaints may be overlooked because 
of unfamiliarity with their working conditions. 

No attempt has been made to make a scientific study of the environmental 
conditions, or detailed examination and investigation of the cases quoted to 
illustrate these hazards, because they were seen during a preliminary occupa- 
tional health survey in Saskatchewan. This province has recently established a 
Branch of Occupational Health in the Department of Public Health, and we 
have, as yet, no laboratory or field equipment. 


VANADIUM POISONING 


Vanadium poisoning among workers employed in producing vanadium from 
the ore and vanadium-containing soot in oil-fired ships has been described 
by Wyers (1), but these comments are confined to the hazard in cleaning 
oil-fired boilers. The hazard of this job was first described by Frost (2) and 
Williams (3) in 1951. Since then several cases have been recorded. 

As the work of boiler cleaning is not frequently a full-time occupation, it is 
probable that the association between boiler cleaning and the symptoms of 
vanadium poisoning may be overlooked. Another factor is the delay of several 
hours after exposure before the onset of the second: ry symptoms, which may 
mislead the casual boiler cleaner, and also any physician consulted even if he 
were aware that the man had been boiler cleaning a day or so previously. 

It is probable that there are no permanent effects of occasional exposure to 
vanadium dust though in cases of prolonged exposure there is ample evidence 
of acute and chronic lung pathology. Wvers (1) described four cases of 
pneumonia, one of which was fatal, and demonstrated the radiographic 
appearance of lung reticulation in workers exposed for several years to this 
dust. Sjoberg (4) described five cases of pneumonia among thirty- -six men 
exposed to vanadium pentoxide. In a follow-up of these thirty-six workers 
eight years after initial exposure he found that six men had symptoms of 
chronic bronchitis and asthma (5). He suggested that an allergic factor con- 
tributed to the appearance of chronic inflammatory changes in the mucous 
membrance of the respiratory tract after inhalation of vanadium dust, and 
perhaps also to the development of pneumonitis caused by vanadium (6) 

Follow-up of the eight cases I described in 1951 did not reveal any per- 

1 Presented at the forty-sixth annual meeting of the Canadian Public Health Association 
held with the Western Branch of the American Public Health Association in Vancouver, B.C 


May 19-22, 1958 
2? Director, Occupational Health Branch, Department of Public Health, Regina, Sask 
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manent ill effects. However, one cannot rule out the possibility that repeated 
short exposure may not be at least a factor in the subsequent development of 
bronchitis and emphysema. 


Case Histories 


Two men worked on crude oil heaters in an oil refinery replacing fire bricks, and cleaning 
the flue passages using a brush, shovel and occasionally an air lance. These men carried out 
this work twice a year, and until two years ago had noticed nothing beyond some 
immediate mild upper respiratory tract irritation. However, two years ago while working 
on these heaters they complained of cough, rhinorrhoea and wheezing. The symptoms 
appeared in the evening after the first day of work, and gradually diminished during the 
week after exposure to the flue dust ceased. 

The men had found it difficult to understand why they developed symptoms only two 
years ago. A check of the crude oil — kept at the refinery revealed that three years 
ago a crude containing 80 p.p.m. of vanadium was put through the refinery process. Previous 
to that time oils containing 0.6 to 6.7 p.p.m. of vanadium were refined. 

Comment 

The symptoms associated with vanadium poisoning from oil fired boiler cleaning can be 
divided into two groups—the primary, which appear almost immediately, and the secondary 
which appear after several hours. The primary symptoms—sneezing, watering of the eyes, 
and dry cough—appear almost immediately on exposure. It is possible that sulphuric acid, 
which is invariably present in the soot, is responsible for these early symptoms (7). The 
secondary symptoms are wheezing, severe dyspnoea, tiredness and depression. Workers 
may notice a green discoloration of the dorsum of the tongue. An interesting laboratory 
finding is that the cystine content of hair is reduced in vanadium workers. 


Prevention 

Boiler cleaners should be provided with acid resisting clothing to protect 
the skin from the irritant effects of sulphuric acid. For some types of boiler a 
fresh air respirator is suitable, but trailing air lines would be a hazard in large 
boilers where men have to climb ladders and work on scaffolds. Under these 
conditions an approved dust respirator is a suitable alternative. 


OZONE 

Discussion will be limited to ozone poisoning in connection with the recently 
developed technique—“consumable electrode gas shielded arc welding”. This 
method of welding has many advantages over the conventional arc welding 
method using a tungsten electrode where aluminium or stainless steel is the 
material being welded, and where the weld has to be smooth and not oxidized 
or otherwise discolored. An additional advantage to the welder is that the 
spluttering common to the ordinary arc welding process is considerably 
reduced. 

Kleinfeld et al. in 1957 (8) described three cases of severe ozone intoxica- 
tion among workers using the consumable electrode gas shielded arc welding 
equipment, and emphasized the great difficulty in diagnosis of individual 
cases, the condition being confused with myocardial infarction and broncho- 
pneumonia. In the situation described here the hazard would appear to be 
greater than that which resulted in ozone poisoning in Kleinfeld’s cases who 
were working in an area of sixty by forty feet. The volume of tank compart- 
ments varies, but is about 150 cubic feet. It is surprising that cases of severe 
ozone intoxication have not occurred. 

Ozone is produced by the action of ultra-violet light on oxygen. Conventional 
arc welding produces ozone in small quantities, but this is increased very con- 
siderably in consumable electrode gas shielded arc welding due to the higher 
current density, and the effect of the argon gas round the are. 
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Case Histories 


These came to notice during the routine survey of a plant where road tankers were being 
constructed. Thick gauge aluminium sheet was used, and the sheets welded by the con- 
sumable electrode argon gas shielded arc welding process. The employees who regularly 
carried out this work were interviewed. Each had done the same job before and after the 
— of the gas shielded method of welding. Previously steel sheet had been arc 
welded. 


After the introduction of the new method all four men noticed that during and after 
working inside the tanks they suffered from headaches, tiredness, loss of appetite, soreness 
of the eyes, and two of them complained of cough. They also noticed the greater glare as 
compared with the conventional arc welding method, and had attributed the soreness of the 
eyes to this. One of the men showed obvious signs of fatigue and pallor at the end of each 
shift inside a tank. No clinical examinations were undertaken. 

Comment 

It is obvious that a firm diagnosis of ozone poisoning cannot be made in these cases with- 
out confirmatory evidence of the presence of toxic concentrations of ozone, but the symptoms 
correspond with those known to occur when exposed to moderate concentrations. One has 
also to consider the possible effects of inhalation of finely divided aluminium oxide, which 
is produced in greater quantities than by the enentional arc welding method. 


Prevention 


In the situation described effective ventilation is a problem. The main hazard 
is to men working inside the compartments of the tanks. Each compartment 
has a manhole at the top just large enough for a man to pass through; there is 
also a small drain hole at the bottom of each compartment. The welders are 
working in different positions in the compartment and may, on occasion, have 
to work with their faces between the arc and the manhole. It will be realized 
why a simple method of ventilation employing a flexible hose to remove small 
volumes of air from the compartments failed to give complete protection to the 
welder. In a situation such as this only a fresh air mask, or a respirator with a 
piped air supply will give complete protection. A possible alternative, which 
may in the long run give better protection because it is more likely to be worn, 
is to fit inside the welder’s helmet a fresh air supply system which will give a 
screen of fresh air to the face. 

Of theoretical interest is the fact that vitamin C, especially if combined with 
reducing agents such as pantothenate, cysteine, glycuronate, glycine and 
glutamate, gave mice considerable protection against mortality from ozone 
exposure. It was also found that alcohol counteracted the tolerance provided 
by pre-exposure to lower concentrations of ozone (9). 

This hazard was discussed with the factory management who have since 
installed a more powerful exhaust ventilation system over the manholes, fresh 
air being drawn in through the drainage holes in the bottom of the tank. 
Conditions have improved to such an extent that men can now work in the 
tanks without having to come out exery few minutes for fresh air, although 
the men must occasionally inhale some of the fumes drawn past their faces. 
Production has increased correspondingly. It remains for us to carry out 
analyses of ozone, oxides of nitrogen and aluminium oxide in the tanks to be 
certain that maximum allowable concentrations are not being exceeded. 

One is fortunate in the early stages of development of an occupational health 
service in having health problems such as this to deal with, the solution of 
which obviously benefits both employees and management. 
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RAYNAUD'S PHENOMENON OF OCCUPATIONAL ORIGIN 

The case which is described was found as a result of inquiries at a uranium 
mine after personally using the different types of drill in the mine. The manage- 
ment recollected that one man who used a jackleg drill had been off sick re- 
cently suffering from “bursitis”. There was also another man with similar 
symptoms who was not seen during my short stay in this remote mining 
community in northern Saskatchewan. 

Cases of Raynaud’s phenomenon of occupational origin have been recorded 
frequently in the literature since 1911, but still the hazard would appear not to 
be well recognized by the medical and engineering professions. Until 1945, 
cases described of this condition were attributed to percussion tools, but since 
then the use of rotary tools, powered by either electricity or compressed air, 
have been incriminated. Holding materials against rapidly revolving grinding 
wheels has been responsible for several cases in recent years. 

Case History 

A man age 42 had been a hard rock miner for twenty years, mainly as a driller using 
crank, automatic leyner and jackleg drilling machines. Since 1949 he had used only the 
jackleg drill. He first noticed “freezing up” of the fourth and fifth (R) fingers in May, 1956. 
This invariably appeared one-half to one hour after starting work with the jackleg drill, and 
usually lasted about two hours. He always wore gloves. The jackleg drill he was using 


operated at between 2,000 and 3,000 impacts per minute, and underground temperature in 


the mine in which he worked was 55°F. Over the last two years the symptoms have become 
more severe and the whole hand has become involved. 


In the early stages of development of symptoms he changed over hands on the drill. 
A year after onset of symptoms of the right hand he noticed the left hand becoming similarly 
affected, but symptoms have so far been confined to the fourth and fifth fingers. The 
symptoms also appeared when the hands were exposed to cold or placed in cold water. 

A radiograph of the hands demonstrates cyst formation in the bones of the carpus. It is 


of interest to note that he showed signs of clinical deafness; this could be associated with 
occupation: il noise e — 


It is intended at a later date when the branch is staffed and equipped to make a detailed 
investigation of this hazard in Saskatchewan mines. 


Prevention 

This is a problem which has so far defied solution. Agate and Druett (10) 
found that absorbent material such as rubber reduced the vibration trans- 
mitted to the hands from vibrating tools by as little as one-third. However, 
even a small reduction such as this, combined with the added protection of 
padded gloves is worth having, and should delay the onset of symptoms, and 
in some cases even prevent the onset of Rayni iud’s phenomenon altogether. 

It is debatable, once the condition has appeared, whether ceasing to work 
with vibrating tools will prevent progression of the disease. Agate (11) in a 
follow up of 278 workers exposed to risk, of whom more than one-half de- 
veloped Raynaud’s phenomenon, found that many cases progressed, and in 
others symptoms appeared for the first time, even after ceasing to use the tools. 

When a man, such as the case described, actually suffers symptoms while 
using the vibrating tool there can be no question that he must be advised not 
to work with vibrating tools. In other cases, with the limitation of our knowl- 
edge, each individual must be advised on the merits of his particular case, 
taking into consideration such factors as workmen's compensation, the avail- 
ability of suitable alternate employment and the severity of the symptoms. 
Those who continue to work with vibrating tools should be kept under 
observation. A report by Davies et al. (12), concerning the absence of Ray- 
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naud’s disease in the warm climate of Singapore among men using vibrating 
tools of types similar to those that produced the disease in England, is of 
interest in emphasizing that two factors are involved—vibration ond environ- 
inental temperature. It would be of interest, and considerable importance to 
know the history of these men if they subsequently moved to a cooler climate. 
If they developed Raynaud’s phenomenon then cold is merely the trigger 
mechanism; if not then it would be suspected that environmental temperature 
and vibration were complementary factors in the aetiology of the disease. 


NOISE 


This hazard has, since World War II, received much deserved attention and 
many papers have been written recording cases of occupational deafness and 
enumerating the now well known steps in the control of this hazard. Many 
industries have well developed programs of noise analysis, noise exposure con- 
trol and audiometry, but the fact that cases still seem to occur with un- 
diminished frequency would indicate that this hazard is by no means generally 
recognized in industry. This lack of appreciation of the noise hazard _ may not 
be altogether the fault of industrial management; workers are notoriously 
difficult to interest in hazards which are long term, and which are not a danger 
to life, limb or fertility. An additional factor is that workers in noisy surround- 
ings suffer a temporary hearing loss early in the course of their work, and 
therefore are not troubled by a noise intensity which is only too obvious to 
the outsider. A recent experiment designed to assess the influence of high 
intensity noise actually suggested that those workers so exposed were of 
higher morale than those not exposed to noise. This only serves to wlan 
the difficulties faced when trying to interest industry and employees in a 
program of noise control or individual protection. Workers may often have left 
the noisy industry in which they worked by the time deafness becomes ap- 
parent, but the considerable increase in this hazard in recent years associated 
with modern machine methods, possibly combined with a greater awareness 
on the part of industrial unions, has led to an increase in the number of claims 
for compensation for industrial deafness. 

A rough guide as to the evidence of a noise problem is difficulty in c: urving 
on a conversation, even shouted. This standard was used in the preliminary 
survey in Saskatchewan and noise hazards were judged to exist in oil-fired 
steam raising plants where steam is used as a fuel atomizer; in mines where 
pneumatic tools are used; and in sheet metal fabrication plants. In one plant 
the hazard from the steam raising plant has been recognized and measures 
taken to reduce noise intensity. A baflle placed over the front of the furnace, 
combined with closure of two of the air holes round the burner has resulted in 
an appreciable drop in noise intensity. 

When industries are widely scattered in sparsely populated districts a com- 
prehensive audiometric follow-up examination of all personnel exposed to high 
intensity noise is impracticable, and the recently developed method of single 
and double fre “quency screening will enable us to screen r apidly those « ‘xposed 
(13). By a study of many audiograms it has been found that in 99% of cases 
with hearing loss this was greatest at the frequency of 4,000 ¢ p.s. By also 
testing at 2,000 c.p.s. the accuracy of detection is improved by a further ¥%. 
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Single and double frequency screeners are now available commercially, and 
the screening can be carried out by a nurse or other trained personnel, those 
with hearing loss of more than 15 db. at 4,000 or 2,000 c.p.s. being referred 
for further investigation. The great advantage of this screening method, par- 
ticularly in the small plant, is that testing can be done in a few seconds in any 
quiet room, so that employees are not taken away from productive work for 
the long period which would be necessary if a complete threshold audiogram 
were done. One point has to be remembered—screening should be undertaken 
as employees are starting a work shift, preferably on a Monday morning, other- 
wise temporary hearing loss after work in a noisy environment will give false 
figures. 

The possibility of predicting which personnel are particularly susceptible to 
noise is of considerable interest, but although some work has been done in this 
field (14, 15), and the findings do indicate that individuals differ in their 
susceptibility to noise induced trauma, these methods cannot be applied 
generally in industry. However, in situations where workers are unavoidably 
exposed to noise a reliable predictive test, if developed, could have practical 
application. 

SUMMARY 

Attention is drawn to four industrial hazards illustrated with situations and 
cases seen during a preliminary occupational health survey in Saskatchewan. 
They are described as newer hazards either because they have been described 
only during recent years, or because it would appear that the numbers exposed 
to risk and subsequently affected have increased in recent years. 

Two cases of mild vanadium intoxication resulting from working in oil-fired 
boilers are described. 

Four cases of mild ozone poisoning are described in connection with the 
consumable electrode gas shielded arc welding method, and the difficulties 
of diagnosis emphasized for those not familiar with the symptoms of ozone 
poisoning. 

The vibrating tool hazard is illustrated by a case of Raynaud’s phenomenon 
in a hard rock miner, associated with the use of a jackleg drill. The difficulties 
in the prevention of this hazard are discussed, as well as the problem of 
deciding what advice should be given to individual cases. 

The noise problem is illustrated by situations found in the survey, and the 
advantages of single or double frequency follow-up audiometry stressed. 
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Changing Needs in the Control of 


Swimming Pools 
LLOYD SMITH,’ C.S.I.(C) 


—— this year the Canadian Swimming Pools Council appointed a com- 
mittee to prepare regulations relating to the construction of swimming 
pools. The committee (1) consisted of eleven representatives of companies 
actively engaged in the construction of swimming pools or the supplying of 
swimming pool equipment. There was no representation from public health or 
safety bodies although it was suggested that the regulations would serve as 
a guide to provincial governments and municipal authorities. It is assumed 
that representation from public bodies would have been welcome and that the 
omission was due not to the industry's reluctance to co-operate but rather to 
a lack of initiative on the part of public health bodies. 

The swimming pool industry in Canada is growing at a phenomenal pace. 
Local authorities and clubs are ‘providing public pools in most cities and private 
pools are being installed in unprecedented numbers. It is estimated that over 
2,500 private pools have been installed in Vancouver alone (2). This is a 
development that should be receiving very close scrutiny from those charged 
with the responsibility for protecting public health and safety. 

In swimming, water is in contact with the skin, eyes, ears, nose and mouth 
and some is consumed by the swimmer. Water in the pool is being con- 
taminated by the swimmer and precautionary measures must be taken to pre- 
vent infection from becoming a menace to health. 

Any effort on the part of the swimming pool industry to recognize the danger 
of infection and to meet it should be w deemed But is this enough? Is it likely, 
for instance, that a committee of businessmen will be able to keep health 
and safety in proper perspective with dollars and cents? Are they likely to 
produce regulations as important from a public health point of view as the 
standards proposed by the United States Public Health Service. The builders 
of pools are concerned primarily with technical and economic factors. Generally 
speaking, their job ends when the pool is completed. This is the point at which 
the public health problem begins. The safety of the public will depend on how 
well the pool is operated, whether it be a public pool serving hundreds of 
people a day or a small backyard pool where the neighbours’ children gather. 

Proper pool operation is based on proper pool construction. Without proper 
construction proper operation is rendered extremely difficult. Perfection in con- 
struction, however, will not guarantee pool safety. Proper operation is abso- 
lutely essential. It is a problem that should be dealt with by health authorities. 
The work done by health departments on swimming pools in the past is no 
ee adequate. The new technique of high free residual chlorination has 


1Victoria-Esquimalt Health Department, 1947 Cook Street, Victoria, B.C. 
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rendered older methods of chemical treatment obsolete(4). Current inspection 
and sampling routines, for the most part, have failed to keep pace with this and 
other advanced techniques. There is a need for a revamping of health depart- 
ment programs to control a problem that is becoming more and more complex 
and vastly wider in scope. Essential and basic elements of a modern control 
program should include: control of pool construction by permit and inspection 
by properly trained inspectors; appropriate short courses by health authorities 
for public pool operators; educational material prepared and distributed to 
private pool owners; and research work to establish the best operational pro- 
cedures. 

The control of this growing industry should not be left to chance or even 
to the industry itself, however commendable the effort might be. The control 
should be primarily a public function because the health and safety of the 
public is directly involved. 

The need for action was anticipated by the United States Public Health 
Service and the Conference of State Sanitary Engineers whose joint committee 
has been at work on the problem since the 1920s. Their reports are vital and 
should receive close study and application by local health authorities. 

An effective control program need not be delayed by an assumed need for 
legislation. The experience of the Victoria-Esquimalt Health Department 
demonstrates that an effective control program can be achieved by a properly 
conducted educational and advisory program based on the U.S.P.H.S. stan- 
dards. Pool operators are concerned about health and safety matters and will 
listen to and accept sound advice when given by a properly trained inspector. 
The swimming pool construction industry too will welcome the interest and 
support of public health advisers. There is no actual or real impediment to 


immediate control of this problem on a basis of mutual co-operation by all 
concerned. 
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POLIOMYELITIS—A CONTINUING MENACE 


— of paralytic poliomyelitis in Canada last year numbered 177, the 
lowest number since 1949. There were 26 deaths. To the end of September 
of this year 151 cases were reported in contrast with 134 at the same time last 
year. Almost all the cases and all the deaths occurred in persons who had not 
received three doses of Salk vaccine. Throughout Canada, widespread use of 
the vaccine has been made as a result of the combined efforts of the federal 
and provincial departments of health and the medical profession. The Depart- 
ment of National Health and Welfare has given outstanding leadership by 
assisting the provincial departments through the payment of half the cost of 
the vaccine. The vaccine, in turn, has been supplied without charge by 
provincial departments of health to local health departments and to physicians 
for use in the age group under 20 years. 

The immunization program directed to this age group has been an out- 
standing success. More than 80 per cent of those between 5 and 19 years have 
received the immunizing course of injections. The pre-school group, however, 
is more difficult to reach and it is probable that not more than half has 
received the vaccine. Encouraging as these figures are, they reveal that a very 
considerable number of persons under 20 years of age have not yet received 
the vaccine. 

Paralytic poliomyelitis no longer justifies the name “infantile paralysis”. A 
study of the disease by age groups shows that the disease occurs frequently 
in adults and that the death rate tends to be higher in this age group. 
Probably less than 10 per cent of adults between 20 and 40 years of age have 
received the vaccine. The urgent need is to correct the impression that the 
disease is not a menace to adults. It is important also that adults should 
receive this protection before an outbreak of the disease occurs in their com- 
munity. To encourage widespread adult vaccination, the Department of 
National Health and Welfare has extended its assistance in the struggle 
against poliomyelitis by providing half the cost of all vaccine distributed by 
the provincial departments instead of limiting its assistance to vaccine for 
use in the group under 20 years of age. This action is of great importance in 
extending adult vaccination. The value of this step was appreciated last year 
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by the Department of Health of Ontario when the policy was adopted : 
furnishing vaccine in Ontario without charge for use in adults as well z 
children. Of four deaths from paralytic poliomyelitis in the province of 
Ontario to date this year, all were adults and none had received three doses of 
vaccine. 

Realizing the urgent necessity of promoting adult vaccination against 
poliomyelitis, the Dominion Council of Health at its meeting last spring 
passed the following resolution: 

“The Dominion Council of Health notes with concern that the high 

level of public interest in vaccination against poliomyelitis which pre- 
vailed a year ago is not being waitenbaiianel at a level which is desired. 
Evidence that these doses of polio vaccine provide highly effective pro- 
tection against paralytic poliomyelitis continues to be accumulated. The 
highest incidence of paralytic poliomyelitis in Canada in 1957 occurred in 
the age groups under five years and between twenty and forty years. This 
emphasizes that poliomyelitis is an important disease in adults as well as 
in children. The Dominion Council of Health, therefore, recommends in 
the strongest possible terms that the people of Canada between the ages 
of three months and forty years avail themselves of the protection of polio 
vaccine. It is essential that three doses of the vaccine be given to obtain 
the maximum protection.” 

Although the incidence of paralytic poliomyelitis has fallen in Canada to 
its lowest level in the past ten years, the present danger of a serious outbreak 
is shown by the occurrence of an epidemic in Manitoba during the past sum- 
mer. To October 20th there were 95 cases of paralytic poliomyelitis and 
8 deaths of which approximately half were reported in Winnipeg. Almost one 
half of the paralytic cases in Manitoba were adults. During the summer also, 
a serious outbreak occurred in Detroit, Michigan in which 262 cases and 
18 deaths were reported to October 12th. In assessing the results of vaccina- 
tion, health department officials in both areas report that only a very few 
cases occurred among persons who had received three properly spaced 
doses of Salk vaccine—adding further confirmation of the effectiveness of 
the vaccine. It is well recognized that persons receiving one or two 
doses of vaccine are not adequately protected. The protection afforded by 
vaccination is more lasting than was first believed but the use of a recall dose 
after a period of a couple of years is desirable. This will be facilitated in 
children when the quadruple vaccine (diphtheria, tetanus, whooping cough 
and poliomyelitis) is in use. The preliminary trials of this combined antigen 
have been highly satisfactory and it is anticipated that distribution will be 
commenced shortly. 


The control of paralytic poliomyelitis is in our hands. The disease will be 
controlled when the benefits of vaccination are fully appreciated by the 


public and immunization of adults is as satisf: ictorily achieved as it is now 
among sc ‘hool SS ‘hildre “Th. 








Special Article 


WORLD HEALTH ORGANIZATION 
ELEVENTH SESSION OF THE GENERAL ASSEMBLY 


To mark the tenth anniversary of the World Health Organization a 
special session of the General Assembly was held in Minneapolis, Minne- 
sota, May 26-28 immediately preceding the Eleventh Session of the 
General Assembly. The holding of the General Assembly in America in 
place of Geneva marked this special occasion. The Eleventh Session ex- 
tended from May 28 to June 13, 1958. Dr. Leroy E. Burney, Surgeon 
General of the United States Public Health Service was elected president 
of the Assembly. 

Dr. P. E. Moore of the Department of National Health and Welfare 
of Canada was elected chairman of the Executive Committee of WHO. 
The Canadian delegation to the General Assembly was led by Dr. G. D. 
W. Cameron and Dr. B. D. B. Layton. Other members of the delegation 
included Mr. T. J. Giles and Mr. Sydney Pollock of the Department of 
Finance, Ottawa, Dr. Arthur D. Kelly, Dr. Jules Gilbert and Dr. R. D. 
Defries. 

The Canadian Public Health Association was honoured in the in- 
clusion in the delegation of Dr. Jules Gilbert, president of the Association 
and secretary of the School of Hygiene, University of Montreal. Partici- 
pating in the discussions, Dr. Gilbert drew the attention of the Assembly 
to Canada’s national hospital insurance plan and he also discussed 
health education. These addresses are presented herewith. 


L'ORGANISATION MONDIALE DE LA SANTE 


Allocutions prononcées par LE DOCTEUR JULES GILBERT, président 
de l'Association canadienne d’hygiéne publique, comme membre de la 
délégation canadienne a la onziéme assemblée annuelle de TOrganisation 
Mondiale de la Santé, tenue a Minnéapolis, Minn. U.S.A. du 28 mai au 
12 juin 1958. 


Le 31 mai devant Assemblée générale: 


M. le Président, Mais c'est la, en vérité, une expression 


MM. les Délégués, 
Mesdames, Messieurs, 


Permettez-moi de mentionner briéve- 
ment que la délégation canadienne par 
tage les sentiments déjd exprimés 4 plu- 
sieurs reprises 4 cette tribune et offre ses 
félicitations aux nouveaux Pays-Membres 
de YOrganisation, au Président et aux 
Vice-Présidents pour leur élection, ainsi 
qu’au Directeur général pour son rapport 
annuel sur le programme de 1957. 

Le Canada, en matiére d’hygiéne 
publique, est un pays soi-disant avancé. 


1 


dont le sens est tout-ad-fait relatif. Suffit-il 
pour mériter ce qualificatif d’avoir des 
taux favorables de mortalité? d’avoir des 
installations sanitaires de premier ordre? 
de jouir de services d’hygiéne de haute 
qualité? de réaliser un programme adé- 
quat de formation professionnelle? 
Assurément, ce sont ld des critéres 
importants dont linfluence ne manque 
jamais de retentir sur la santé publique; 
mais sont-ils les seuls 4 considérer? Un 
pays avancé sur le plan sanitaire ne 
doit-il pas avoir un programme d’hygiéne 
et de médecine qui corresponde a ses 
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“problémes de santé publique”? Or, nous 
voici de nouveau devant un terme assez 
vague dont il faut chercher a préciser le 
sens. On s'accorde généralement 4 en- 
tendre par cette expression, “toute situa- 
tion sanitaire défavorable et sérieuse dont 
le redressement exige une action con- 
certée sur le plan collectif”. 

Si nous interrogeons les hygiénistes sur 
la nature de ces situations, nous recevons 
des réponses fort diverses et qui dépen- 
dent de leur fagon d’envisager la santé 
de la population. 

Celui qui est 4 l'emploi d’un organisme 
international regarde forcément la santé 
sur le plan mondial et affirme que le 
probléme no 1 de santé publique est le 
paludisme. De son cété, tel démographe 
national nous dira que, pour lui, ce sont 
les maladies cardiaques. Un épidémiolo- 
giste se tournera vers la maladie con- 
tagieuse prévalente dans son pays et en 
fera lobjet principal de ses préoccupa- 
tions. L’ingénieur sanitaire sait fort bien 
que, dans tout programme d’hygiéne, la 
salubrité publique est le premier objectif 
a atteindre. Le pédiatre, voyant dans 
lenfance l'avenir de la nation, prétend 
que, sans puériculture, il ne peut exister 
dhygiéne bien comprise. Le nutrition- 
niste nous fait remarquer que presque 
toute la santé personnelle dépend de 
lhygiéne alimentaire. Ainsi de suite; et 
le plus curieux est qu’ils ont tous raison! 

Songeant plus particuliérement 4 mon 
pays, permettez-moi de vous proposer 
une autre facon d’envisager le probléme. 
Il semble logique de se demander quel 
serait présentement le moyen le plus 
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efficace d’y améliorer la santé publique. 
Je me vois alors obligé de répondre que, 
dans les circonstances, ce serait de mettre 
i la disposition de toute la population 
les bienfaits qu offre la médecine 
moderne. 

Que valent des soins médicaux de la 
plus haute qualité si la majorité de la 
population ne peut en bénéficier pré- 
cocément et pleinement. I] importe donc 
dorganiser la distribution des _ soins 
médicaux de facon a enlever l’obstacle 
dordre financier qui, dans les pays 
avancés, nuit trop souvent au recouvre- 
ment de la santé. En d’autres termes, il 
sagit de donner préséance sur l'argent, a 
un bien infiniment plus précieux, le capi- 
tal humain. 

Dans cet ordre d’idées, il convient de 
signaler que, dans quelques semaines, 
cing prov inces canadiennes se prév /au- 
ront de l'aide mise 4 leur disposition par 
notre gouvernement fédéral, pour 
financer leur assurance-hospitalisation. Il 
semble bien que d'autres provinces les 
imiteront éventuellement, avec un plan 
de soins hospitaliers et de services diag- 
nostiques. 

Ainsi done le Canada, doublement 
heureux d’occuper un rang privilégié 
dans Yordre mondial des _ réalisations 
sanitaires et de contribuer aux pro- 
grammes de l’OMS, de I’Assistance tech- 
nique, de L’UNICEF, et du plan Co- 
lombo, poursuit résolument son ascension 
vers Tidéal, que cette Organisation na 
cessé depuis 10 ans de proposer a ses 
Etats Membres: “amener tous les peuples, 
au niveau de santé le plus élevé possible”. 


Le 6 juin devant le Comité du programme et du budget pour 1959, a propos de 
organisation des services de santé publique: 


Permettez-moi, M. le Président, de 
faire un bref commentaire, sous la ru- 
brique “Education sanitaire de la popu- 
lation”, afin de féliciter le personnel de la 
section correspondante d’avoir inscrit, au 
budget de 1959, des prévisions relatives 
a la préparation des insituteurs pour 
lenseignement de YVhygiéne dans les 
écoles ’s ainsi qua lorganisation de “sémi- 
naires” régionaux et de réunions inter- 
nationales. 

De telles activités sont d’autant plus 
nécessaires, qu'il existe encore beaucoup 


de confusion dans l’esprit des hygiénistes, 
y compris les médecins, sur les principes, 
les techniques et les applications de l’é- 
ducation sanitaire. On ne sait pas tou- 
jours faire les distinctions qui s'imposent 
entre les devoirs de l’éducateur sanitaire 
spécialisé et ceux des autres travailleurs 
de la santé; entre le rdle des services 
gouvernementaux et celui des organismes 
privés; entre les responsabilités bien 


différentes selon qu'un éducateur tra- 
vaille au niveau local, provincial, national 
ou international; selon aussi qu'il s’adresse 
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a un individu, 4 un groupe ou a une 
collectivité; selon enfin qu'il s’'adonne a 
l'éducation scolaire, populaire ou pro- 
fessionnelle. 

Ce n’est qu’aprés un certain nombre 
d’années consacrées a l'étude, a la pra- 
tique, a la recherche, et 4 l'enseignement 
que l'on voit clair 4 travers ces modalités 
d’application, et que l'on sait dégager des 
principes essentiels qui puissent servir de 
guide aux éducateurs sanitaires, novices 
ou méme expérimentés. 

Les délégués ici présents seraient peut- 
étre intéressés 4 jeter un coup d’ceil sur le 
programme réalisé tant 4 lEcole d’hy- 
giéne de l'Université de Montréal, qu’au 
Ministére de la Santé de la province de 
Québec. 

En abrégé: pour la préparation des 
instituteurs, nous enseignons l’hygiéne 
aux professeurs d’écoles normales qui 
sont chargés de former les futurs titu- 
laires de classes, selon une double option 
de cours 4 temps complet ou a temps 
partiel. D’autres professeurs s’y inscrivent 
et ensuite retournent 4 l’enseignement 
ordinaire, noyautant de la sorte leur pro- 
fession. 

Pour ce qui est de l'éducation sanitaire 
des groupes et des collectivités (de la 
population adulte 4 l’échelon local) nous 
la confions a des infirmiéres-hygiénistes 
spécialement choisies et préparées a 
cette fin. 

Je dois dire que, dans lensemble, ces 
éducatrices-hygiénistes, comme nous les 
appelons, réalisent un programme con- 
tinu d’éducation sanitaire, appliqué selon 
les principes pédagogiques et psycho- 
logiques qui leur ont été enseignés et 
adapté aux besoins 4 satisfaire et aux 
problémes 4 résoudre, utilisant les pro- 
cédés de diffusion ainsi que le matériel 
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denseignement qui se trouvent a leur 
disposition. 

De plus elle intégrent dans leur pro- 
gramme les campagnes éducatives lancées 
de l’extérieur et elles collaborent avec les 
instituteurs et institutrices, les atteignant 
lors de leurs réunions pédagogiques et 
dans leurs cercles d'études. Enfin, au 
moyen de rapports appropriés, elles sont 
pour ainsi forcées de procéder a l'auto- 
évaluation de leur travail. 

Quinze années d’expérience ont prouvé 
la valeur de cette formule qui comporte 
des avantages particuliers du fait que 
ces éducatrices-hygiénistes exercent leurs 
fonctions auprés d’une population qu’- 
elles connaissent parfaitement, parmi la- 
quelle elles ont toujours vécu, et qu’elles 
nont aucune intention de quitter, si bien 
que ce personnel est exceptionnellement 
stable. 

C’est 1a, M. le Président, un exemple 
qui montre que, non seulement aucun 
programme d’éducation sanitaire ne peut 
s‘emprunter d’un pays pour étre appliqué 
a un autre, mais que les modalités d’ap- 
plication elles-mémes doivent s’adapter 
aux circonstances locales et tenir compte 
du développement socio-économique et 
culturel de la population. 

Autant vaut dire que TOMS, lors- 
quelle doit engager des consultants, en- 
voyer des missions, convoquer des 
comités d’experts, ou organiser des con- 
férences, ferait bien de s’adresser 4 des 
sources aussi variées que possible, afin de 
profiter d’expériences diversifiées. 

Ainsi les avis techniques qu'elle don- 
nera et les méthodes qu'elle recomman- 
dera garderont beaucoup de souplesse et 
ne prendront jamais la forme d’un moule 
rigide, sans égard 4 sa convenance pour 
l'usage que l'on veut en faire. 















ASSOCIATION NEWS 


Atlantic Branch 


EIGHTH ANNUAL MEETING 
CORNWALLIS INN, KENTVILLE, NOVA SCOTIA 


November 19, 20, 21, 1958 


CONVENTION INFORMAT'O) 


Registration and Information Service will be at Convention Headquarters, the Cornwallis 


Inn, Kentville, and will be open Tuesday evening, November 18, 1958, from 8.00 to 
10:00 p.m. 


Program 


TUESDAY, NOVEMBER 18, 1958 
3:00 p.m.—Meeting of the Executive 


WEDNESDAY, NOVEMBER 19, 1958 
8:30 a.m.—Registration 
9:30 a.m.—Address of Welcome—J. C. Wickwire, M.D. 
9:40 a.m.—‘“Nova Scotia’s Hospital Insurance Program” 
G. G. Simms, M.D., D.P.H. 
10:15 a.m.—“The Place of Occupational Health in Public Health Services” 
T. H. Patterson, M.D., D.P.H., Chief, Occupational Health Division, Depart- 


ment of National Health and Welfare, Ottawa 
10:45 a.m.—Coffee 


11:00 a.m.—“Air Pollution” 
R. Donald McKay, P.Eng., Director, Division of Environmental Hygiene, 
N. S. Department of Public Health 
11:30 a.m.—Panel on “Behaviour Problems in Children” 
Moderator: Clyde Marshall, M.D. 
F. A. Dunsworth, M.D., D.A.B. Psy., Associate Professor of Psychiatry, 
Dalhousie University 
Henry Ross, M.D., Associate Professor of Paediatrics, Dalhousie University 
Miss Marjorie A. Cook, M.A., Director of Special Services, Special Services 
Department, Board of School Commissioners, Halifax 
2:30 p.m.—Sectional Meetings 


1. Sanitation —Cornwallis Room 
2. Nutrition and Child and 
Maternal Health —Ball Room 


6:45 p.m.—Reception—Cornwallis Room 
7:30 p.m.—Annual Dinner—Ball Room 


Courtesy the Department of Public Health of Nova Scotia 
Speaker: Thomas H. Raddall 


THURSDAY, NOVEMBER 20, 1958 


Chairman: J. E. Hiltz, M.D. 
9:15 a.m.—‘Accidental Poisoning in Childhood” 
P. M. Sigsworth, M.D. 
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9:45 a.m.—“The Dental Hygienist Program” 
W. Gordon Dawson, D.D.S., D.D.P.H., Director, Division of Dental Services, 
N. S. Department of Public Health 
10:15 a.m.—“Trends in the Treatment of Cancer” 
Norman H. Gosse, M.D., D.Sc., F.A.C.S., F.R.C.S.(C), Director, N. S. 
Tumour Clinic, Victoria General Hospital and Associate Professor of 
Surgery, Dalhousie University 
10:45 a.m.—Coffee 
11.00 a.m.—“Crippled Children’s Clinics” 
Daniel J. Rooney, M.S.W., Executive Director, N. S. Society for the Care of 
Crippled Children 
11:30 a.m.—Business Meeting 
2:30 p.m.—Section on Chest Diseases 
4:30 p.m.—Tea at the Nova Scotia Sanatorium 
8.30 p.m.—Pageant “Crusade For Health” Acadia University Auditorium 


FRIDAY, NOVEMBER 21, 1958 
Chairman: C. E. van Rooyen, M.D. 
9:15 a.m.—“Modern Cardiovascular Diagnosis” 
S. J. Shane, M.D., F.C.C.P., F.A.C.P., F.R.C.P.(C), Medical Director, 
Halifax Tuberculosis Hospital, and Assistant Professor of Medicine 
Dalhousie University 
9:45 a.m.—‘“Oral Treatment of Diabetes” 
D. J. Tonning, M.D., F.A.C.P., Associate Professor of Medicine, Dalhousie 
University 
10:15 a.m.—‘“Prevention and Control of Staphylococcal Infections In Hospital” 
E. M. Fogo, M.D., D.P.H., Director of Communicable Disease Control, City 
of Halifax 
10:45 a.m.—Coffee 
11:00 a.m.“Immunization Status of High School Children—Schick Test Survey” 
G. M. Smith, M.D., D.P.H., Divisional Medical Health Officer, N. S. 
Department of Public Health, Windsor 





Manitoba Public Health Association 

The newly elected president of the Mani- 
toba Public Health Association is Mrs. M. 
Mackling. Other officers elected at the 
annual meeting, held at the Royal Alexandra 
Hotel September 18, include: Mr. W. Ward, 
Past-President; Dr. J. Morrison, First Vice- 
President; Mr. Alex Cross, Second Vice- 
President; Mr. C. Vincent, Secretary Trea- 
surer. 

Special speakers at the meeting were 
Dr. G. Johnson, Minister of Health and 
Public Welfare, and Dr. M. R. Elliott, 
Deputy Minister of Health. 


Alberta Division 


The annual convention of the Alberta 
Division was held at the Holiday Inn, Red 
Deer, from September 3-5 under the presi- 
dency of Dr. D. N. Keys. Among those 
elected to the executive for 1959 were: 
President, Mr. W. A. Milligan; Vice-Presi- 
dent, Miss M. Policha; Secretary, Mr. 
Patrick Doyle; Treasurer, Dr. E. M. Row- 
land; Chairman of Medical Officers, Dr. 
Norman Baster; Chairman of Public Health 
Nurses, Miss M. Maynes; Chairman of Sani- 
tary Inspectors, Mr. J. R. Wocks. 












Federal 


The seventh Dominion-provincial confer- 
ence on health education was held in 
Ottawa from October 1-3. Discussions 
centered on health education materials, the 
place of the health educator in an expand- 
ing public health program, and the impact 
of the new hospital insurance legislation. 

A survey team from the nutrition division 
began work in Winnipeg in mid-September 
to collect dietary, socio-economic and bio- 
chemical data on old age pensioners as part 
of a study of such older persons in different 
parts of Canada. 

Dr. B. D. B. Layton, principal medical 
officer, research development and interna- 
tional health, was the Canadian observer 
at the Pan American Sanitary Conference 
held in San Juan, Puerto Rico, from Sep- 
tember 21-—October 6. 

Dr. A. H. Booth, formerly an associate 
research officer with Atomic Energy of 
Canada, Ltd., Chalk River, Ont., has been 
appointed reactor safety officer with the 
occupational health division and is respon- 
sible for the department’s environmental 
health program in connection with the 
development of nuclear reactors in Canada. 

Dr. Myron Poplove, a graduate of McGill 
University in both dentistry and _bacterio- 
logy, has joined the staff of the dental 
health division. He will work on the dental 
health research program while Dr. H. R. 
McLaren extends the division’s consultant 
services to the Indian and Northern Health 
Directorate and to civil defence health 
services. 

Andrew Hollett, M.Sc., regional director 
of the eastern region of the food and drug 
directorate, has been appointed assistant 
director, inspection and enforcement ser- 
vices, in the food and drug directorate. 


Nova Scotia 


Miss Margaret Holder, R.N., P.H.N. 
(Truro) and Miss Goldie Allan, R.N., 
P.H.N. (Pugwash) have been appointed 
with headquarters in Truro and Tatma- 
gouche respectively. Mrs. Vera Wasson, 
R.N., P.H.N. (Elmsdale) and Miss Yvonne 
Theriault, R.N., P.H.N. (Digby) have been 
appointed with headquarters in Shubena- 
cadie and Digby. Miss Anna MacKay, R.N. 
(Pictou) and Miss Marie Worth (Guys- 
borough) have been appointed for in-ser- 
vice training with headquarters at Bedford. 
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Dr. John Tainsh, M.B.,_ F.R.C.P., 
F.R.C.S., formerly of Chapleau, Ontario 
has been appointed to the staff of the De- 
partment of Health, City of Halifax, having 
responsibility for health services for city 
employees. 

Miss Margaret Sherry, B.H.E., C.P.H. of 
Hope, B.C. has been appointed to the 
nutrition staff with headquarters in Truro. 

Miss Joyce d’Entremont a graduate of 
St. Francis Xavier University has also been 
appointed to the nutrition division with 
headquarters in Cape Breton. 


New Brunswick 


The report of the Interim Committee on 
Hospital Insurance has been presented to 
the Hon. Dr. J. F. McInerny, minister of 
health and social services. Benefits recom- 
mended are those which are provided in 
the standard agreement made by the federal 
government with those provinces approving 
the plan. In regard to nen gee services 
the Committee recommended emergency 
out-patient services if reported within 48 
hours of an accident; out-patient diagnostic 
and treatment services ake the provisions 
of the cancer control and medical rehabilita- 
tion programs—where available and where 
the services are provided by individuals 
receiving remuneration from the hospital; 
diagnostic, x-ray and laboratory services. 
The provision of complete out-patient ser- 
vices is recommended as soon as feasible. 

Financing of the plan will be made in 
part through a premium, probably $4.00 a 
month for families and $2.00 a month for 
single persons. Premiums of employees in 
establishments of 5 or more will be col- 
lected through payroll deductions. Other 
employees would make quarterly payments 
to a ledauned agent in each municipality. 
Provisions for indigents would designate 
certain classes of public assistance recipients 
as insured persons with premium payments 
of other indigents being the responsibility 
of the municipality. 

To operate the plan, the Committee 
recommends an independent commission of 
three to seven members responsible to the 
minister of health and ae services or to 
some other cabinet minister. The report out- 
lines the powers and duties of such a com- 
mission. Other recommendations include a 
uniform accounting system for all hospitals, 
approval of hospital budgets by the com- 
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mission, reciprocity arrangements with other 
provinces, out-of-province benefits where 
— care is required, exclusion of any 
deterrent charge and control to prevent 
over-utilization of the plan. The chairman 
of the Committee was B. R. Guss, Q.C. 

The New Brunswick Hospital Services 
Commission is composed of Hon. Dr. -. 8 
McInerny as chairman, J. L. Black (Sack- 
ville), Dr. F. C. Jennings (Saint John), 
Leonard Lockhart (Moncton), Dr. J. A. 
Melanson (Fredericton), J. Richard Shiels 
(Saint John). 

Dr. Dirk A. van Binnendyk was appointed 
executive director of the New Brunswick 
Hospital Services Commission and D. O. 
Downing of Moncton was appointed associ- 
ate director. 


Ontario 

Dr. A. Murray Fallis, professor of para- 
sitology, School of Hygiene, University of 
Toronto and member of the Ontario Re- 
search Foundation and Dr. R. G. E. Murray, 
professor of bacteriology and immunology, 
University of Western Ontario, were elected 
Fellows of the Royal Society of Canada at 
the annual meeting held in Edmonton. 

Miss Gladys J. Sharpe, director of nursing, 
Toronto Western Hospital, has been ap- 
pointed to the staff of the Ontario Hospital 
Services Commission as consultant in nurs- 
ing services. 

Dr. E. Mastromatteo, D.P.H., D.I.H. and 
Dr. R. B. Sutherland, D.P.H., D.I.H. of the 
Division of Industrial Hygiene, Ontario De- 
partment of Health, have been certified as 
specialists in occupational medicine by the 
American Board of Preventive Medicine. 

Miss Norah Cunningham, B.A.Sc., M.S., 
C.N.M. has been appointed to the Division 
of Public Health Nursing and will give 
guidance in the planning of maternal and 
child health programs to local health 


agencies. 


Manitoba 

Mr. L. Kay, director of the Bureau of 
Public Health Engineering, has been ap- 
pointed chairman of the Provincial Sanitary 
Control Commission. He succeeds W. J. 
Johnson, Q.C., Deputy Minister of Muni- 
cipal Affairs. The Sutine of the commission 
include general supervision and control of 
all matters concerning the pollution of or 
discharge or draining of sewage and waste 
into = body of water. Formerly the 
responsibility of the Department of Mines 
and Natural Resources, this commission is 
now under the jurisdiction of the Depart- 
ment of Health and Public Welfare. 

The thirteenth Western Canada Institute 
for Hospital Administrators and Trustees 
was held in Winnipeg September 15 to 19. 
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Dr. George Johnson, Manitoba's new 
Minister of Health and Public Welfare, pre- 
sented the keynote address at the opening 
session. Registration at the gathering 
totalled over 1,200. 

The tenth annual convention of the 
Western Canada Water and Sewage Con- 
ference was held at the Royal Alexandra 
Hotel, September 24 to 26. The program 
chairman for the convention was Mr. T. 
Lackie, a member of the public health 
engineering staff. 


Saskatchewan 


Dr. F. Burns Roth, deputy minister, 
received an honorary fellowship in the 
American College of Hospital Adminis- 
trators at its twenty-fourth annual convo- 
cation in Chicago on August 17. To 
commemorate its first quarter-century the 
College honoured leading authorities in the 
hospital field including members from 
Great Britain, Australia and the United 
States and Canada. Speaking of this honour, 
the Hon. J. Walter Erb, minister of health, 
said: “Recognition of Dr. Roth as belonging 
in this select group reflects the esteem in 
which we all hold him in our department 
and in the public service of Saskatchewan. 
His work has brought honour to Canada 
and to Saskatchewan’. 

The Air Ambulance Service of the Sask- 
atchewan Department of Public Health 
celebrated the carrying of its 10,000 patient 
on September 27. The occasion was marked 
by presentation of a —— to the patient, 
an open house for the public at the Air 
Ambulance Hangar where the Hon. 
Walter Erb, minister of public health, gave 
a short address, and a dinner for the Air 
Ambulance staff with Premier T. J. Douglas 
as speaker. 

New appointments in public health nurs- 
ing services: Miss Hilda Eby to Rosetown, 
Miss D. Donkin to North Battleford, Miss 
P. M. Piesk to Yorkton, Mrs. A. Berg to 
Moose Jaw, Mrs. B. Williams to North 
Battleford, Miss M. Himmelman to Moose 
Jaw, Miss H. Mullin to Prince Albert, Mrs. 
A. P. Way to Weyburn, Miss B. E. Smith to 
Assiniboia, Miss Jean Memory to Moose 
Jaw, Mrs. Mary Buxton to North Battleford. 
Promotion: Miss O. Yonge as senior public 
health nurse in Swift Current. 


Alberta 


Dr. F. J. Stenicka, a graduate of the 
National University of Ireland, has been 
appointed medical officer of health of the 
Athabasca Health Unit in place of Dr. 
H. M. Brown, who recently moved to 
Lethbridge. Dr. Stenicka was formerly with 
the Department of Health in Newfoundland, 





Books and Reports 


THE PSYCHOLOGY OF EARLY CHILD- 
HOOD. Catherine Landreth. McClelland 
¢ Stewart Limited, Toronto, Canada, 
1958. 412 pp., $6.50. 


The author is professor of child psy- 
chology at the University of California 
in Berkeley and is also director of the 
nursery school. The subject is presented 
in a very readable form and the book 
provides a comprehensive survey of 
what is known about the development of 
behaviour in children up to the age of 
six years. It considers all aspects of 
behaviour and describes the factors that 
influence each of them. The findings of 
experimental work are presented and dis- 
cussed. To these are added the methods 
of influencing the behaviour and develop- 
ment of young children. The author 
has had experience in teaching and in 
the conduct of nursery schools. She is 
the author of numerous articles and also 
a volume Education of the Young Child. 

Dr. Landreth’s presentation will be of 
great value to all interested in specific 
aspects of child development and _ be- 
haviour. 


ANTISEPTICS, DISINFECTANTS, FUN- 
GICIDES, AND CHEMICAL AND 
PHYSICAL STERILIZATION. Edited b 
George F. Reddish, Ph.D., Sc.D.(Hon.), 
Second Edition, 975 pp., 67 illustrations 
and 134 tables. Lea & Febiger, Phila- 
delphia, 1957. Published in Canada by 
the Macmillan Co. of Canada Ltd., 
Toronto. $15.00. 


This monumental work is by 28 con- 
tributors and edited by Dr. George F. 
Reddish of the St. Louis College of 
Pharmacy and Allied Sciences. It was 
first published four years ago. A new 
edition was required as a result of the 
many recent advances in certain areas of 
the subjects covered in the broad field of 
anti-microbic agents. Sanitarians will 
appreciate the inclusion of a new chapter 
on sanitizing and bacteriostatic chemi- 


cals. A separate chapter has been added 
dealing with tests of sterility and methods 
of assuring sterility of pharmaceutical 
and related preparations. Another new 
chapter is on ultraviolet radiation in 
industry. The editor has designed the 
presentation so that its greatest useful- 
ness lies in the ready availability of the 
material, as nearly as complete as pos- 
sible, on each subdivision of this broad 
subject. As the subject of the volume is 
of very great importance to public 
health workers, this volume should be 
available in health department libraries 
as a valuable text of reference. The 
range of subjects is very wide and deals 
with fields in which information is often 
difficult to obtain. Its value lies in its 
clear expert information and the fact 
that it is thoroughly up-to-date. 


MICROTECHNIQUES OF CLINICAL 
CHEMISTRY FOR THE ROUTINE 
LABORATORY. Samuel Natelson, Sc.M., 
Ph.D. Charles C. Thomas, Springfield, Ill. 
Published in Canada by Ryerson Press, 
Toronto. 1957. 484 pp. $12.00. 


Laboratory workers in the clinical and pub- 
lic health fields will welcome this volume. The 
author, as chairman of the department of bio- 
chemistry, Rockford Memorial Hospital, 
Rockford, Illinois, distributed a mimeo- 
graphed brochure entitled “Ultra-micro 
Methods in Clinical Chemistry” and received 
more than a thousand requests for copies. 
Subsequently, a second brochure was pre- 
pared and many more requests were received. 
Microtechniques in the clinical laboratory are 
being widely used since there is now a greater 
appreciation of the significance of the levels 
of numerous components of blood in the 
diagnosis and treatment of disease. Micro- 
techniques permit of many more tests from 
the same sample and require less blood 
drawn from the vein. The author is con- 
vinced that these techniques belong to the 
routine laboratory and not to a_ special 
laboratory established for the purpose. The 
book is well illustrated an excellently 
printed. 
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